MARYLAND 


STATE MEDICAL JOURNAL 
Medical and Chirurgical Faculty of the State of Maryland 


1211 CATHEDRAL STREET, BALTIMORE 1, MARYLAND 
Official Publication of the Medical and Chirurgical Faculty of the State of Maryland 


VOLUME 3 November , 1954 NUMBER 11 


CONTENTS* 


Editorial. ...... The Officers and the Board of Governors of the Baltimore County Medical Association 585 
Special Articles 
The Origin of the Baltimore County Medical Association.............. Martin E. StrosBet, M.D. 587 


History of the Seal of the Baltimore County Medical Association.....W1LttAM A. PittsBury, M.D. 588 
The Golden Headed Cane of the Baltimore County Medical Association. . MARTIN E. StTROBEL, M.D. 588 
Health Department Articles 
The Cooperative Public Health Program................ Witi1aM H. F. WartHEN, M.D., M.P.H. 590 
A Look at Some of the Features of the Health Agency in Baltimore County 
MELvin B. Davis, M.D. AND CHARLES F. O’DONNELL, M.D. 597 
Tuberculosis and Its Prevention in Baltimore County............ MARGARET LEE SHERRARD, M.D. 601 
Preventive Dental Health in Baltimore County................... Norvat H. McDonatp, D.D.S. 604 
Scientific Papers 
Dermatologic Experiences at a Hospital for the Mentally Retarded 
IsRAEL ZELIGMAN, M.D. AND SAMUEL P. ScatA, M.D. 607 
Psychiatric Research in a State Psychiatric Hospital.................. ALBERT A. KurLAND, M.D. 611 
Proper Placement of Individuals with Coronary Artery Disease 
Donatp J. Roop, M.D., M.P.H. anp Ricnarp H. SrepENBuRG, M.D. 614 
The Role of Tracheotomy and Bronchoscopy in Bulbospinal Poliomyelitis 
Joun M. REHBERGER, M.D. 618 
Articles of Interest 
Marriage Counseling Service, Inc., Now Available in Baltimore 
Paut V. Lemxavu, M.D.; JAcoB FINEsINGER, M.D.; 
Ratpu G. Hitts, M.D., AND James McCosu, Jr., M.D. 622 
Component Medical Societies 


Allegany-Garrett County Medical E. DaucHEerty, M.D. 623 
Baltimore County Medical A. PittsBury, M.D. 623 
Library 


Health Departments 
Baltimore City 


Health District: Boundary Changes... HunNTINGTON M.D. 627 
State Department of Health 
Monthly Communicable Disease Chart. ......................020-00 Rosert H. Ritey, M.D. 628 
Blue Cross and Blue Shield 
Woman’s Auxiliary to the Medical and Chirurgical Faculty...................... Mrs. Joun G. Batt 630 
Semiannual Meeting Presidential Mrs. ALBERT E. GoupsTtEIn 630 
Ancillary News 


* In view of the amount of material submitted the Baltimore County Medical Association will have two 
issues—the second to be published later. 


Copyright 1954 by the Medical and Chirurgical Faculty of the State of Maryland 


7 
het 
| 
hates 
| 
$ 


iv Maryland State Medical Journal 
THE MARYLAND STATE MEDICAL JOURNAL 


Editorial and Business Office, 1211 Cathedral Street, Baltimore 1, Maryland 


EDITOR 
GEORGE H. YEAGER 


EDITORIAL BOARD 


Hucu J. JEWETT Emit Novak 
B. 


Joun A. WAGNER A. EaRL WALKER 
E. DAUGHERTY 


Business Manager: Mr. WALTER N. KIRKMAN 


MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 


OFFICERS FOR 1954 


President: BENDER B. KNEISLEY 
Secretary: EVERETT? S. Diccs 
Treasurer: J. ALBERT CHATARD 


Vice-Presidents: E. PAuL Knotts 
ErnEstT I. CORNBROOKS, JR. 
G. HILts 


COUNCILORS 


Baltimore City 


E. Cowles Andrus—1954 
Charles R. Austrian—1955 
Monte Edwards—1954 
Warfield M. Firor—1954 
Whitmer B. Firor—1954 
Harry C.Hull—1956 
Hugh J. Jewett—1955 
Walter D. Wise—1955 


Eastern Shore 
William Long—1955 
William D. Noble—1954 


Western Shore 
A. Talbott Brice—1956 
Thomas A. Christensen—1954 
. W. O. McLane—1956 
W. Glenn Speicher—1956 
Palmer F. C. Williams—1954 


DELEGATES TO THE AMERICAN MEDICAL ASSOCIATION 


Delegate 
Warde B. Allan—1954 
Howard M. Bubert—1955 


Alternate 
Louis H. Douglass—1954 
Whitmer B. Firor—1955 


Owned and Published Monthly by 
THE MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 
Secretary’s Office, 1211 Cathedral Street, Baltimore, Maryland 
Copyright 1953, The Medical and Chirurgical Faculty of the State of Maryland 


1211 Cathedral Street, Baltimore, Maryland 
Entered as second-class matter at the Post Office at Baltimore, Md. Acceptance at the special rate authorized 


Single Copies, 50¢ 


MANUSCRIPTS: Manuscripts should be typewritten, 
double spaced, on white paper 814 x 11 inches. The original 
copy, with one carbon copy, should be submitted. Carbon 
copies or single-spaced manuscripts will not be considered. 

Footnotes, bibliographies and legends should be typed on 
separate sheets in double space similar to the style for the 
text matter. Bibliographies should conform to the style of 
the Quarterly Cumulative Index published by the American 
Medical Association. This requires in the order given: Name 
of author, title of article, name of periodicals with volume, 
page, and year. 

Used manuscripts will be returned only when requested by 
the author. Manuscripts should not be rolled. Mail flat. 

NEWS: Our readers are requested to send in items of news, 
also marked copies of newspapers containing matter of interest 


Subscription $3.00 per year 


to physicians. We shall be glad to know the name of the 
sender in every instance. 

ADVERTISEMENTS: All advertising copy of products 
approved by the Councils of the American Medical Associa- 
tion shall be acceptable for publication, together with adver- 
tising copy of products exempted by these same Councils, 
provided such copy does not present a product in a false 
and/or misleading light. Such other advertising copy may be 
accepted, subject to the approval of The Editorial Board. 
All copy must reach the JOURNAL office by the first day o° 
the month preceding publication. 

SUBSCRIPTIONS: Membership in the Medical and Chi 
rurgical Faculty of the State of Maryland includes subscrip 
tion to the JOURNAL. Additional copies may be securec 
from the Editor. 


hes 


STATE JMEDICAL JOURNAL 


Medical and Chirurgical Faculty of the State of Maryland 


VOLUME 3 November, 1954 NUMBER 11 


EDITORIAL 


THE OFFICERS AND THE BOARD OF GOVERNORS OF THE BALTIMORE 
COUNTY MEDICAL ASSOCIATION* 


The Baltimore County Medical Association is one of the oldest organizations of its kind 
in the State. It is rich in tradition and active in all phases of medical life. 


Tuomas E. WHEELER, M.D., Martin E. StrosBet, M.D., AND CLARENCE E. McWILitAMs, Jr., M.D. 


Long a champion of the general practitioner, the Baltimore County Medical Associa- 
tion believes that the general practitioner should assume an ever increasing, active and 
important place in the affairs of medicine, especially in the activities of the State Medical 
Society. It believes, further, that the general practitioner is the backbone upon which 


* Editorial written by the following: Officers: Martin E. Strobel, M.D., President; Thomas E. Wheeler, 
M.D., Vice-President; Clarence E. McWilliams. Jr., M.D., Secrelary-Treasurer; Board of Governors: 
Charles F. O’Donnell, M.D., Chairman; Martin E. Strobel, M.D.; Thomas E. Wheeler, M.D.; Clarence 
E. MeWilliams, Jr., M.D.; Melvin B. Davis, M.D.; George F. M. KieTer, M.D.; William H. F. Warthen, 
M.D. 


585 


the 
lucts 
ocla- 
iver- 
acils, 
false 
y be 
oard. 
Chi 
crip 
= 
4 


586 Editorial 


our present system of medicine is built. The Association is willing to accept the advice 
and counsel of the specialist, the full time teacher and the public health official, but it is 
not willing to be dominated by any special group of them. 

In the long and rich history of the Medical and Chirurgical Faculty of Maryland, many 
physicians from all walks of the profession have given an unselfish hand to help it reach 
its present eminent position. In recent years, however, feeling has developed that the 
Medical and Chirurgical Faculty of Maryland has been dominated by physicians from 
Baltimore City. Whether or not this is true we do not know, but we do know that the 
counties, whose population of both physicians and people is equal to or greater than the 
City of Baltimore, have a significant and fundamental part to play in the future. There- 
fore, we believe that the policies of the Medical and Chirurgical Faculty of Maryland 
should be directed by the entire membership of the Faculty and not by any branch of 
specialists or special groups of practitioners, teachers or public health officials. 

Only through the counsel and cooperative effort of all of these can the influence and 
effectiveness of the Medical and Chirurgical Faculty of Maryland continue to grow. 


MEDICAL AND CHIRURGICAL FACULTY 


| 
| 
| ANNUAL MEETING 1955 
_ | THURSDAY, FRIDAY, AND SATURDAY, APRIL 21, 22, and 23, 1955 


Are you making plans to attend this Meeting? If you live out of the city, have you made 
your room reservations at the Sheraton-Belvedere Hotel? The Meeting in 1955 will see 
many new features inaugurated. Plan NOW to come. There will be a round table luncheon 
on Friday, a dinner meeting on Thursday, and a dance on Friday. Help to make this a suc- 
cessful meeting by attending. Be sure to bring your wife. 
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Special Articles 


THE ORIGIN OF THE BALTIMORE COUNTY 
MEDICAL ASSOCIATION 


MARTIN E. STROBEL, M.D.* 
The Baltimore County Medical Association was founded on April 15, 1897. 


Dr. Jackson Piper sent an invitation to the physicians of Baltimore County to meet on 
that date at Grange Hall, Towson, at 2 p.m. for the purpose of forming a County Medical 
Society. At that time a committee of five was appointed to draft a constitution and by- 
laws. The constitution and by-laws as drafted by the committee was read, amended, al- 
tered and adopted by the Association. This committee also nominated officers who were 
unanimously elected for one year. The secretary was then instructed to notify every mem- 
ber of the medical profession in Baltimore County of the time and place of the next meet- 
ing and invite him to be present. 

Dr. George C. Medairy described the following years very colorfully in his autobi- 
ography of the Association as follows: 


“T was weaned on the frivolity of the “gay nineties;” beheld the dawn of a new century 
and had just fallen into the prevailing pattern of indifference and complacency, born of a 
grandiose materialism, when I was rudely awakened by the sinister spector of the first 
world war. Shocked into a sober consideration and evaluation of the meaning of human 
and spiritual values, I relaxed but reviewed with apprehension the increase of lawlessness, 
crime and delinquency during the ‘roaring twenties;” I staggered under the economic 
depression of the “thirties,” from which I was slowly recovering only to be confronted with 
the dreadful curse of the Second World conflict of the ‘‘forties” in which I again took active 
participation; and I am now approaching the half-century mark in fear and trepidation 
standing on the brink of world chaos.” 

From that small group of far sighted physicians the membership in our Association 
has gradually grown to 238. 

For fifty-eight years the Baltimore County Medical Association has been ever mindful 
of its objectives to promote the diffusion of knowledge and the cultivation of friendly 
relations to the end that the profession may receive that respect and support within its 
own ranks and from the community to which it is entitled. 

59 Hanover Road 
Reisterstown, Maryland 


* President, Baltimore County Medical Association. 
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Special Articles 


HISTORY OF THE SEAL OF THE BALTIMORE 


COUNTY MEDICAL ASSOCIATION 


WILLIAM A. PILLSBURY, M.D.* 


In 1952, the Baltimore County Medical Association was desirous of obtaining a suit- 
able and original seal, and accordingly a contest was planned among the students of the 
Baltimore County Secondary schools. The purpose of this contest was threefold: (1) to 
establish better public relations between county physicians and the county residents; (2) 
to foster good will between the family doctor and his patients through a common medium, 
the county high schools; (3) to search out artistic talent among the students. 

This contest was approved by the County Board of Education and had the full sup- 
port of the art departments. Three distinguished judges were selected. Prior to the judging 
the entries were exhibited at the Towson Health Center. The. response to the contest was 
enthusiastic and many entries were received. 

The winning entry, which is now the official seal of the Association, was submitted by a 
senior student at the Catonsville High School, Lee Einwaechter, who won the first. prize 
of a $50 Defense Bond. This entry featured the date of founding of the Association along 
with a geographical outline of the county plus a medical symbol. The prize was awarded 
at a luncheon meeting at the Maryland Institute of Art, and the event was well publi- 
cized. Thus the Baltimore County Medical Association seal was obtained in a manner 
which benefitted the association with good will as well as an excellent seal. 

Timonium, Maryland 


* Journal Representative. 


THE GOLDEN HEADED CANE OF THE BALTIMORE 


COUNTY MEDICAL ASSOCIATION 


MARTIN E. STROBEL, M.D.* 


The badge of authority of the President of the Baltimore County Medical Association 
is an ebony cane with a beautiful, engraved, golden head which is inscribed with the names 
of the past Presidents and the dates they held office. 

The Golden Headed Cane has become a treasured emblem and has been handed 
from each retiring President to his successor since it was donated to the Society by the late 
Dr. George H. Hocking. Dr. Hocking presented the cane to Dr. John S. Green, Jr., of 


* President, Baltimore County Medical Association. 


; 


Maryland State Medical Journal 


Dr. CHARLES F. O’DONNELL PRESENTING THE GOLDEN HEADED CANE TO Dr. Martin E. STROBEL 


Towson, at a special meeting of the association which was held at the bedside of Dr. 
Hocking. Dr. Green passed the cane on to Dr. Wiiliam H. F. Warthen his successor as 
President. 

Dr. Warthen made the first formal presentation as part of his oration as retiring Presi- 
dent. His sentiments are so well expressed that I feel the last paragraph of his address 
should be quoted in its entirety. 

“And now it is my rare privilege to perform a ceremony which is new to the Association 
but which will become a hallowed tradition in the future annals of our great Baltimore 
County Medical Association. I address you, Mr. President. I hand to you the Golden 
Headed Cane of the Baltimore County Medical Association. I hand it to you in loving 
memory of Dr. George H. Hocking our late confrere, who thought so much of the As- 
sociation through the years that he parted with one of his dearest worldly possessions. 
By his unselfishness and devotion Dr. Hocking through this gift has shown us a symbol 
of that for which we all strive—to earn the wholesome respect from all who seek our aid 
and whom we seek to aid by giving all that we have to our great love, medicine. Treat 
this our own Golden Headed Cane fondly, tenderly, lovingly and let it continue to be a 
symbol and example of unselfishness and a life devoted to service as Dr. Hocking would 
have you do.” 


59 Hanover Road 
Reisterstown, Maryland 
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Health Department Articles 


THE COOPERATIVE PUBLIC HEALTH PROGRAM 


WILLIAM H. F. WARTHEN, M.D., M.P.H.* 


The rapid growth of Baltimore County in 
terms of population in the past several years, 
during World War II and subsequently has be- 
come well known to the people of Maryland. 
Of equal magnitude and significance is the repute 
the County has gained as an attractive and 
satisfying home area for the suburban minded 
and as a community with compelling appeal to 
those who seek the economic opportunities of 
industry and commerce. These factors have been 
operating continuingly and the concomitant 
result has been the demand by the citizens and 
the medical and allied professions for a more 
improved program of preventive services to all 
who live in Baltimore County. (JM *"# 

The problem for the Health Officer and his 
staff has not always been one of setting up con- 
trols for new and unusual diseases. Rather the 
problem has been one of dealing, by detection 
and prevention, with diseases and deviations 
from the normal which are already indigenous 
to the communities within his jurisdiction. The 
diseases and deviations from the normal vary 
in direct proportion to the increase in the size 
and character of the population received into 
the county (1). The Health Officer’s task has 
been, and still is, to bring his already existing 
program of health activities into line with indi- 
viduals and agencies whose efforts may be re- 
lated to health, and to direct the emphasis of the 
several parts of his organization into the most 
productive channels for many county com- 
munities, swollen almost to the bursting point. 
"He is confronted many times in a suddenly and 
tremendously enlarging community, with the 


* Health Officer of Baltimore County. 


uphill job, and none-too-encouraging result, o: 
trying to enlarge his staff sufficiently to meet thc 
expanding field of. needed health activities. Nor 
is a full complement of staff and equipment the 
true ideal or the answer to all of his problems 
although the following developments have had 
a prime bearing upon the effectiveness in mod- 
ernizing the health program in Baltimore County 
from 1940 through 1954: (1) the total number 
of full time workers in the Baltimore County 
Health Department has increased from 17 to 
95; (2) the annual official budget amounts 
granted have increased from $30,528.71 to 
$564,877.62; and (3) the annual per capita ex- 
penditures from official sources for the health 
program has risen from $.19 per person to $1.77 
per person. 

It is the purpose of this paper to point out and 
to describe briefly a factor that is of the highest 
rank in the development of a sound and workable 
health program that gives the most for the money 
and effort expended by all those who, both pro- 
fessional and non-professional, can, should, and 
do participate in formulating and carrying out 
the program in Baltimore County. This health 
program is cooperative in its broadest sense and 
best meaning and typifies a jointness of in- 
terested, diligent and advised effort equally on 
the part of the medical, allied professional and 
health agencies on the one hand and the Health 
Department on the other. Since physician- 
health department relationship will undoubtedly 
be of particular interest to the members of the 
Medical and Chirurgical Faculty of Maryland. 
the descriptive emphasis in this article will be 
placed upon this all important and essential 
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William H. F. Warthen 


Towson Health Center in Headquarters Office of Baltimore County Health Department 


phase of what we have deemed to be a good com- 
munity health program in action. 

Organization of Advisory Groups. The Balti- 
more County Health Department has for a 
number of years adhered strongly to the thesis 
of developing and continuing an over-all council 
of key professional and lay individuals who serve 
as advisors to the Health Officer in his plans for 
the local health program. The selection of the 
personnel by the Health Officer, the structure and 
organization of a council and the frequency and 
content of meetings of such a group should, we 
believe, be approached and activated in a most 
thoughtful and painstaking way. This has been 
done in Baltimore County and it may be perti- 
nent to point out in some detail how this general 
advisory council to the Health Department was 
formed and by so doing to encourage the reader 


to judge as to what degree the original far-reach- 
ing objectives of the council have been ful- 


filled (2). 


THE ROLE OF THE PRIVATE PHYSICIAN 
IN PLANNING 


The health council of Baltimore County is 
divided into two sections. The first, designated 
as the BALTIMORE COUNTY COMMITTEE 
ON MEDICAL CARE, was established in 1945 
to advise the Health Officer concerning the inter- 
pretation of State Health Department policies 
and procedures and their (3) application in 
Baltimore County and was later enlarged to 
include the public health program in general 
with the exception of school health services (see 
below). The membership of this committee in- 
cludes the following individuals and agency 
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representatives: (1) two members of the Board 
of Health of Baltimore County; (2) the President 
of the Baltimore County Medical Association 
and four physician members of the Association; 
(3) three members, of whom one each is desig- 
nated by the dental, by the nursing, and by the 
pharmaceutical professions; (4) one member 
designated by the Baltimore County Public 
Health Association, the voluntary health agency 
of the County; (5) the Superintendent of the 
Board of Education of Baltimore County; (6) 
the Director of the Baltimore County Welfare 
Board; the Director of the Children’s Aid and 
Family Service Society of Baltimore County, 
and the Director of the Associated Catholic 
Charities of Baltimore; the Health Officer and 
appropriate members of the staff of the Health 
Department and, by invitation, appropriate 
members of the State Department of Health. 

It is to be noted that the Baltimore County 
Medical Association is officially represented in 
this section of the Council. As is true of all the 
agencies he approaches to be included in the 
Council, the Health Officer requests the Balti- 
more County Medical Association to name 
physicians from different areas of the County 
together with the current President of the 
Association to serve as active members of the 
BALTIMORE COUNTY COMMITTEE ON 
MEDICAL CARE (4). 

The second division of the Council is what 
has come to be known as the SCHOOL HEALTH 
COUNCIL which was organized in 1946 at a 
time when the Health Department began to ex- 
pand and to intensify its school health services 
in the public and Catholic elementary schools 
in Baltimore County. The membership of the 
SCHOOL HEALTH COUNCIL consists of the 
following: (1) the Superintendent of the Board 
of Education and the Health Officer of Baltimore 
County, serving as cochairmen; (2) the Super- 
intendent of Catholic Schools; (3) one physician 
member representing the Baltimore County 
Medical Association and one dentist representing 
the local dental profession; (4) delegates from 


the County-wide Parent-Teacher Associations; 
(5) a principal and a teacher; (6) two members 
of the Baltimore County Public Health Asso- 
ciation; and (7) appropriate members of the 
staff of the Baltimore County Health Depart- 
ment and, by invitation, appropriate members 
of the State Department of Health, of the State 
Board of Education and of the County Board 0: 
Education. 

Note that here again in this section of the 
council the membership includes a representa- 
tive from the Baltimore County Medical Asso- 
ciation. The manner of appointment of the 
physician to the membership of the SCHOOL 
HEALTH COUNCIL follows the same pattern 
as that of the medical care committee. 

The medical care committee meets regularly 
four times and the school health council at least 
two times each year and the two sections may 
meet together as a HEALTH COUNCIL when 
there are public health areas of mutual interest 
to be considered. The tremendous importance 
of these periodic advisory group meetings, singly 
by sections or as a whole, lies in the valued sug- 
gestions given to the Health Officer and his 
staff, suggestions crystallized after free, open, 
frank and, perhaps just as significant, interested 
and enthusiastic discussions participated in by 
every member of the group. It has been found 
by experience that the two outstanding features 
as regards the structure and plan of every ad- 
visory group meeting have been: (1) brief and 
well thought-out agenda describing what has 
happened in the Health Department and the 
problems upon which the Health Officer would 
like to have consultative suggestions from the 
group; and (2) the encouragement by the pre- 
siding officers of thorough discussions on each 
topic presented. By carefully following these 
two major rules, there have been given to the 
Health Officer and his staff reasonable plans with 
recommendations which in the vast majority 
of instances, when adopted as policies, have made 
the entire health program of the County highly 
effective and in many areas of activity, we have 
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realized, extraordinarily effective. A great many 
major projects as well as plans for improvement 
in the already existing Health Department pro- 
gram have been unanimously endorsed by the 
Baltimore County Medical Association when 
the content of these plans and projects have been 
presented as recommended by the medical care 
and school health advisory groups. Moreover, 
there is ample evidence to indicate from members 
of the HEALTH COUNCIL and from key people 
of the public as a whole that much of the suc- 
cess we have had in our health program is due 
in large measure to an active council. 


COOPERATIVE PLANNING IN ACTION 


One may very well ask, “What influence for 
the good of the health program has this kind of 
advisory service had upon the structure and 
junction of the Health Department in meeting 
its legal and educational responsibilities to the 
public?” We believe that the observer, if he were 
to review the current activities of the Health 
Department, would find several strong examples 
of larger, more efficient and better adjusted pre- 
ventive services available and distributed to the 
residents of Baltimore County as a direct result 
of HEALTH COUNCIL establishment and 
action. Only a few of the activities of the Health 
Department can be briefed here (5), but from 
the resumes which follow one may see the thread 
of daily interaction and interdependence be- 
tween the Health Department and its valued 
professional allies on the one hand, and the 
people in the many “communities within the 
community” of Baltimore County on the other. 

The Program in General. The Baltimore 
County Health Department is a large local public 
health unit authorized and supported jointly 
by the Maryland State Board of Health and the 
Board of Health of Baltimore County (County 
Commissioners of Baltimore County). Under the 
direction of a full time Health Officer there are 
95 full time employees who by education and 
experience are especially qualified to carry out 
a County-wide program of preventive medicine. 


The Health Officer has as his assistants four 
physicians, a dentist, a public health nurse, a 
sanitary engineer and a social worker. The larger 
divisions of medical activities within the De- 
partment, headed by these assistants, are the 
acute communicable diseases, venereal diseases, 
cancer control, child health services including 
school health services in which conservation of 
hearing is an integral part of the program, dental 
health, and mental health. 

The major non-medical group within the 
Health Department is the Division of Environ- 
mental Health. The program of this division is 
directed by a sanitary engineer, and consists of 
inspections of all types of insanitary conditions, 
private water supplies, bathing beaches, camps, 
boarding homes, hospitals and day nurseries. 
The daily work of the division is focused upon 
those physical and environmental factors which 
may have a bearing upon the health of indi- 
viduals, families, and groups of individuals who 
may be concerned. There are more than 1,700 
foodhandling establishments which are regularly 
inspected, and there are several dairies located 
in Baltimore County which prepare milk for 
sale locally which are kept under the surveillance 
of the Health Department. 

Of the 95 full time individuals employed by 
the Health Department, 54 are public health 
nurses who carry on a generalized public health 
nursing program. These public health nurses 
render daily service in connection with all the 
activities of the Health Department. 

Medical Care. This program is founded upon 
the following basic principles, some explicit and 
others implicit in the law, and regulations: (1) 
the program is financed in Baltimore County by 
State and local funds with no Federal aid or in- 
tervention; (2) it is in unison and in harmony 
with the prevailing method of medical practice 
in the counties, namely, a fee-for-service system 
in which the general practitioner is the key figure; 
(3) it is administered jointly by the State and 
County Departments of Health; (4) it is designed 
to take care of the medical needs of those who 
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are normally self-supporting, but who cannot 
pay the cost of illness; (5) it is dedicated to the 
free choice of physician, and other professional 
personnel, by the patient, as well as to the pro- 
fessional participant’s right to accept or refuse 
patients as he desires (6). 

The program provides the following services: 
(1) physician’s services in the home, office and 
nursing home, and delivery in the home and 
consultant services may be available; (2) drugs 
to the patient certified as prescribed or dispensed 
by the physician, with very few limitations in 
the way of experimental drugs; (3) dental 
services, including fillings, extractions, x-ray, 
fluoride therapy, dentures on a limited basis; 
and (4) special diagnostic services, beyond the 
scope of the physician’s office, in hospital cut- 
patient departments. 

Two groups of individuals are eligible for 
services in the program: (1) all recipients of 
public assistance who are automatically eligible; 
(2) any person who believes himself to be unable 
to pay for medical care who may apply to the 
Health Department in the county of his resi- 
dence. In the latter classification, eligibility is 
determined upon the basis of objective standards 
of income and resources and, in exceptional cases, 
upon the Health Officer’s judgment concerning 
medical and social needs. All eligible patients are 
identified by special cards issued by the Health 
Department. 

The Baltimore County Health Department 
is probably one of a limited number of local 
health departments in the United States which 
has formalized the awareness of social factors 
and their effect upon community health to the 
extent of organizing within the Health Depart- 
ment a Division of Social Service. The program 
is directed by a medical social work consultant 
who acts as full time director of the division. 

Any licensed physician may participate in 
the program automatically by submitting bills 
for any eligible and certified patient. One bill 
is submitted for each patient seen during a given 
month. Pay is promptly made by the Maryland 
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State Department of Health at the end of the 
month during which services were rendered. 
Infant and Preschool Hygiene. These services 
are designed to prevent diseases and to correct 
wherever possible physical defects in the child 
population of Baltimore County through specific 
activities in maternal and child health. Infant 
and preschool health clinics are held in the 
fourteen separate health centers conducted 
jointly by the Baltimore County Public Health 
Association and the Baltimore County Health 
Department. Services of these clinics include 
immunizations, diagnostic examinations and con- 
sultation with local physicians. Many instances 
of need for further care and medical attention are 
discovered and, when discovered, are routed to 
private physicians for further medical care. 
Provision for premature infant care is made 
through the teamwork of the physician who de- 
livers the child in the home, the ambulance 
services of the official and voluntary fire depart- 
ments, and the public health nurses. The program 


is closely related to the premature infant service 


of the hospitals in Baltimore city. 

School Health Services. The school health pro- 
gram is a County-wide health program designed 
to promote the health of the children of Balti- 
more County by bringing increased health 
services to the school-aged child through the 
preventive medical services of the Baltimore 
County Health Department and the teaching 
services of the Board of Education of Baltimore 
County and of the Department of Catholic 
Education working together as a unit in health. 
The plan has as its primary purpose the improve- 
ment of the physical and emotional well-being 
of the children of the County (7). The schoo! 
health program has three important phases: 
(1) the prevention and control of communicable 
diseases; (2) a set of case finding procedures de- 
signed to bring to light those children who need 
medical attention; and (3) a set of follow-up 
procedures for getting something done about the 
physical and emotional and social problems 
which are found. The program is carefully 
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planned jointly by the Board of Education, the 
Board of Health and the Department of Catholic 
Education in the several meetings annually of 
the School Health Council. 

First grade children and referrals in the ele- 
mentary schools, Catholic and public, receive 
physical examinations either by their private 
physicians or by “school physicians.’”’ More than 
75 per cent of these children are examined by 
private physicians in their offices and their 
iindings are recorded in the Health Department 
upon simplified, but at the same time, compre- 
liensive forms suggested originally by the phy- 
sician member of the School Health Council. 
‘The school physicians are practicing physicians 
who are employed on a part time basis by the 
Health Department to conduct clinics in the ele- 
mentary schools where physical examinations 
have not already been performed by the private 
physician in his office or in the home. Preschool 
round-ups are conducted in the elementary 
schools at the spring County-wide school regis- 
trations for new pupils, and in the round-up in 
each school teacher-nurse-parent conferences are 
conducted. These conferences are valuable in un- 
covering physical and emotional needs of the 
preschool child so that they may be corrected 
if possible during the summer months before 
the school starts in the fall. Letters are sent to 
all practicing physicians in the County request- 
ing their recommendations upon the health of 
the individual child of school age under their 
care—a feature discussed at the School Health 
Council in which the physician member played 
an active part. 

The Massachusetts Vision Testing program 
is made available to all elementary and secondary 
schools, both public and Catholic, in Baltimore 
County. This program provides for the screen- 
ing of all school children for visual defects. 
Parents of those children found with visual de- 
fects are notified by letter and asked to consult 
their private physician regarding the need for 
further examination and treatment. 

The conservation of hearing program makes 


available an audiometrist for the purpose of 
screening all third grade children in the ele- 
mentary schools in the County. Letters are sent 
to the parents of these children advising that 
they consult with their private physician re- 
garding the need for further medical care. 

An active and timely control and health educa- 
tion program is conducted in the elementary 
schools in connection with the communicable 
diseases. The Health Department is constantly 
endeavoring to institute measures to control the 
acute communicable diseases of childhood as 
well as the infestation of scabies, pediculosis 
and ringworm. Public health nurses are con- 
tinually screening by inspection suspected cases 
of ringworm of the scalp, and the education of 
local barbers is part of this program. 

An important advance in health education 
was made in 1954 with the publication each week 
of the Health Bulletin. This publication of two 
mimeographed sheets gives a concise statement 
of the current occurrence of communicable dis- 
eases and includes information relative to the 
control of these diseases as well as other items 
of timely interest upon good health habits. The 
latter item in the bulletin is of vital and equal 
interest to parents, principals, teachers, public 
health nurses and private physicians and the 
mailing list includes all of these groups. This 
publication has received perhaps more favorable 
comment, since it was inaugurated just a few 
months ago, than any in recent years. The idea 
was first mentioned by a private physician in 
Baltimore County at one of the meetings of the 
Baltimore County Medical Association. 

Tuberculosis control in the schools is a well 
organized program under the Director of the 
Division of , Tuberculosis of the Department, 
and includes the x-raying each and every year of 
all adult employed personnel of the schools. 
Cases found positive on x-ray screening or on 
large plates are referred confidentially to their 
private physician for consultation and treatment 
by him or a specialist or agency he may recom- 
mend. 
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Surveys of Children’s Institutions in Baltimore 
County. Following medical surveys of the two 
large correctional institutions for children located 
in Baltimore County, a continuing medical and 
health consultation service was inaugurated 
and has been maintained first, at the Montrose 
School for Girls and second, at the Maryland 
Training School for Boys. Extensive surveys had 
been made by the staff of the Baltimore County 
Health Department and consultants from the 
Maryland State Department of Health following 
a request first from the Board of Managers of 
each of these children’s institutions and then 
from the Director of the State Department of 
Public Welfare. The physician in charge of each 
of the institutions served actively on the survey 
study (8) (9). 

The Prevention of Tuberculosis. The Division 
of Tuberculosis is responsible for the administra- 
tion of those Health Department services having 
to do with the detection, diagnosis and treatment 
of tuberculosis cases and for the prevention of 
further spread of the disease. To carry out such 
a program the fundamental activity is that of 
case finding. After this is accomplished the ob- 
jective is for early diagnosis and adequate 
clinical management prior to hospital admission 
and following discharge from the hospital. Fol- 
lowing diagnosis of an active case of tuberculosis 
every effort is made to prevent further spread 
of this disease to susceptible individuals. The 
methods used to accomplish this are the follow- 
ing: (1) chest clinics operated at twelve health 
centers staffed by competent clinicians; (2) 
“x-ray only” clinics held in eight health centers; 
(3) mass x-ray surveys scheduled annually 
among industries, schools, communities, institu- 
tions; and (4) epidemiological tracing and in- 
vestigation of contacts. 

In carrying out these activities, the public 
health nurses are responsible for educational 
programs in the home, the school and the com- 
munity. The nurse also organizes and manages 
the chest clinics and “x-ray only” clinics. She 
works in the field finding and tracing contacts 


‘and_ referring suspected cases of tuberculosis 


to private physicians and Health Department 
clinics. The nurse visits the home, teaching the 
care of tuberculosis patients and the prevention 
of spread and she assists the family and the 
patient to prepare for his return following hos- 
pitalization. 

An assistant health officer, the Director of the 
Division of Tuberculosis, is responsible for the 
medical supervision of the services of tuberculosis 
control. She receives reports and consults with 
private physicians before referring positive cases 
to him or to a clinic, if he desires, for treatment. 
There is maintained an index file and pertinent 
statistics on cases cared for by private physicians, 
hospitals, and clinics. The maintenance of such 
a file and its daily use is recognized by tuber- 
culosis control authorities as a sine qua non of 
an alert official health agency. 

Daily Health Department Service to Public and 
Physicians. Responding to the demands of in- 
creased and continuous round-the-clock health 
services to public and physicians, the Health 
Department inaugurated early in 1953 a Satur- 
day, Sunday and holiday consultation and bio- 
logical distribution service. A Health Depart- 
ment staff member can be reached for this service 
by telephone through the regular Department 
switchboard on all these days when business 
offices in general are closed. 


CONCLUSION 


The experiences of the Health Officer of 
Baltimore County tend to show very clearly 
that: (1) the effort expended upon organizing 
with care and diligence advisory professional 
and non-professional groups is one of the most 
worthwhile preoccupations of a health officer; 
(2) advisory groups can and do, by their existence 
and through a cultivation of their talents, form 
the nucleus for active and integrated participa- 
tion of all groups throughout the community who 
are interested in the health program; (3) the 
structure and functions of the Baltimore County 
Health Department program reflect the con- 
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sidered opinions and recommendations of ad- 

visory groups; and (4) advisory groups can en- 

hance immeasurably the tone and character of 

the health program without usurping the legally 

established prerogatives of a health department. 
Baltimore County Health Department 
Towson 4, Maryland 
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A LOOK AT SOME OF THE FEATURES OF THE 


HEALTH AGENCY IN BALTIMORE COUNTY 


MELVIN B. DAVIS, M.D.* anp CHARLES F. O’DONNELL, M.D.* 


Physicians are interested and concerned in 
the prevention of disease within their communi- 
ties. They always stand ready to help the official 
health agency in its efforts to carry out a County- 
wide health program. To solve the problem of 
bringing a knowledge of the prevention of disease 
or the restoration of health to everyone in the 
community, the program can reach a high mark 
of sufficiency only when physicians and others 
in the community take an active part in its 
planning and execution. Any health department 
accrues better results from its public health work 
when the practicing physician is well informed 
of the principles of preventive medicine. He also 
must have an understanding of how the health 
department is applying these principles in its 


* Members of the Baltimore County Health Council. 


everyday activities. This is true for every phy- 
sician, whether a specific patient and a specific 
disease are the problems of the moment or 
whether the problem is one of bringing to the 
members of the family he sees, and others, this 
important matter of ways to maintain health. 
He will be the better practitioner with greater 
personal satisfaction who teaches prevention. 
By the same token, he will be the more effective 
health officer who will grasp every opportunity 
to get the views of individual practitioners as 
regards the health program and to create a time 
and place for these views to be expressed, not 
alone to himself but to his advisory groups as 
well. 

A health department can never hope to carry 
out a program of health education in the com- 
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munity without the active assistance of the 
physicians. It is they who, in the course of their 
diagnostic and curative work, have more oc- 
casions than the health department and its staff 
to state and to enlarge upon the meaning of 
the most important things for individuals to do 
to prevent the spread of disease and to attain 
the maximum in health. In his contacts with 
individuals and families, there ensues a pro- 
fessional satisfaction when he feels sure that his 
approach and general method of presenting 
facts corresponds to that of his health depart- 
ment. 

In the complexities of providing for the com- 
munity a curative and preventive program, many 
members of the medical and allied professions 
must sacrifice their time for conferences with 
the health officer and his advisory groups. The 
astute health officer appreciates the magnitude 
of the sacrifice made by the practicing physician 
and others interested in community health. They 
are busy people indeed and must be given top 
priority in his departmental conferences. When 
such conferences are well organized, and when 
the agenda are to the point, and when thought 
has been given beforehand to a specific problem 
or problems, much can be accomplished. In a 
relatively short period of time the resolving of 
difficulties that may present themselves and the 
arriving at a workable procedure which can 
guide the practitioner to do his part and the 
health agency to doits part will result. Of course, 
there must be a sincere willingness on the part 
of the Health Officer to be open-minded, to enter- 
tain for consideration any and every suggestion 
and, in an unprejudiced manner, to abandon 
outmoded and to adopt new ways of operation. 
He must exercise a determination to execute 
promptly, constantly and conscientiously the 
set of procedures he and his groups have decided 
upon after all phases of the problem have been 
thoroughly thrashed out. 

There are two sets of currently operating 
procedures in the Baltimore County Health 
Department. In both of these private physicians 
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and others concerned in the community have 
participated. The form and content of these 
procedures illustrate the thoroughness of the 
discussions of the advisory groups and thei 
acceptability to the medical profession. When 
presented to the Baltimore County Medical As- 
sociation, the recommendations were under- 
standable and promptly endorsed. There are 
many other such mutual projects undertaken 
by the physicians and Health Officer in Baltimore 
County which could be cited. However, in the 
interest of brevity, the following are enlarged 
upon here: (1) tuberculosis procedures; and (2) 
conservation of hearing procedures. 


HEALTH DEPARTMENT TUBERCULOSIS 
PROCEDURES 


The improved plan of mutual assistance by 
the Health Department and private physicians 
in the matter of tuberculosis detection and con- 
trol has been in effect in Baltimore County for 
nearly two years. The results have been excellent 
by way of better finding of cases, prompter treat- 
ment by the physician, and a more intensive 
following of contacts in the prevention of the 
spread of the disease. In a circular letter issued 
in July of 1952 to the physicians of Baltimore 
County from the Health Officer (1) it was stated: 
“An important change in the procedure of the 
Baltimore County Health Department chest 
clinics will be effective August 1, 1952. This 
plan has evolved from careful consideration of 
various difficulties which have existed, and repre- 
sents the cooperative effort of the Executive 
Committee of the Baltimore County Medical 
Association, the Bureau of Tuberculosis of the 
Maryland State Department of Health, the 
Baltimore County Public Health Association 
and the Baltimore County Health Depart- 
ment.” The new procedure was outlined as 
follows: : 

1. Patients reported to clinics will be x-rayed, 
and the patient’s sputum will be collected 
where indicated and when it is obtainable. 
No other initial studies will be done unless 
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specifically requested by the referring phy- 
sician. 

. A report of the x-ray findings, interpreta- 
tion, and recommendations will be sent to 
the referring physician from the clinic. 

. Accompanying the report will be a card 
which is to be returned to the clinic as 
promptly as possible. The physician will 
check this card to indicate: (a) if he will as- 
sume all follow-up of the patient; (b) if he 
wishes any Health Department services; 
or (c) if he wishes the Health Department 
to assume all follow-up of the patient. 

. In those cases in which the physician 
wishes to refer a patient to a particular 
chest clinic for assuming all follow-up of the 
patient, it is extremely important that the 
physician give to the patient referred a 
written request for such services so that the 
patient may present this request at the 
clinic. 

. It has been agreed upon both by the Execu- 
tive Committee of the Baltimore County 
Medical Association and the Baltimore 
County Health Department that investiga- 
tions in the homes will continue to be made 
to find contacts of known cases and these 
contacts will be followed to determine any 
evidence of tuberculous infection. Any 
positive cases found among contacts will 
be referred to their private physician. 

. In the case of patients on medical care, 
they will as is required by law, be given 
complete clinic services; but a full report 
of all findings will be sent to the physician 
to whom they would go in the event of 
acute illness, so that he may be informed 
as to their tuberculous status. 

. When a patient does not have a physician 
at the time of his x-ray, he will be supplied 
with a list of all physicians in the clinic 
area and asked to designate one. 

From the above it is evident that the plan of 
control of tuberculosis in Baltimore County is 
intended to accomplish two fundamental ob- 


jectives through the cooperation of the private 
physicians of the County with the Health De- 
partment: (1) the prompt referral of cases of 
tuberculosis to physicians for their decision as 
to their treatment; (2) very much greater op- 
portunity for the Health Department to in- 
tensify its program of finding new cases of tuber- 
culosis by using State mobile x-ray units for 
the taking of small plates, in the schools, in the 
industrial plants, and in the many communities 
within the County (2). In the schools an es- 
pecially adapted method is employed. All adult 
personnel employed by the Board of Education 
of Baltimore County have been x-ray screened 
for pulmonary tuberculosis or have presented 
themselves to their private physician each year 
beginning in 1951. All finally checked positive 
results have been brought, in a most confidential 
manner, to the attention of the Health Depart- 
ment, the individual concerned, the Board of 
Education and the private physician. This has 


produced a greater interest by the private phy- 


sician in detecting the early case of tuberculosis 
in his own practice by: (1) taking x-rays himself; 
(2) referring the case and possible contacts to 
the clinics of the Health Department. He finds 
it easier to report the case or suspicious case 
promptly and to receive consultation from the 
Health Department staff. The best result of all 
has been that private physicians and the Health 
Department are working quite happily and 
harmoniously together toward a most important 
goal which we all hope will not be too far away— 
the eradication of tuberculosis. 

Physicians and health agencies other than our 
own in Baltimore County have observed the 
success of this plan of tuberculosis control. The 
Committee on Tuberculosis of the Medical and 
Chirurgical Faculty of Maryland, after careful 
study, recommended to the House of Delegates 
at the 1954 Annual Meeting that the Baltimore 
County Plan for Tuberculosis Control be adopted 
by all the counties of Maryland and Baltimore 
City. The recommendation was unanimously 
approved by the House of Delegates. 
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CONSERVATION OF HEARING 


A program directed primarily at the preven- 
tion of deafeness among children has been in 
operation in Baltimore County since 1949. This 
program has shown many improvements since 
its beginning. These improvements have been in 
the nature of increasing the interest of the 
private physician in this very important phase 
of health conservation and rehabilitation. Here 
again, from Health Department conferences to 
draft exact plans in which the private physician 
had a prominent place, a set of suitable pro- 
cedures was developed and endorsed by the 
Baltimore County Medical Association, and 
placed in effect. These Health Department pro- 
cedures, which have proved their success for 
more than two years, give the parent every en- 
couragement to seek the private physician’s 
advice and every opportunity for the physician 
to give the needed preventive service. The plan 
can be summarized by abstracting here the es- 
sential paragraphs of a letter, dated May 13, 
1952 (3) from the Health Officer to the private 
physicians of Baltimore County: 

“By the end of the present school year all 
children in the third grade in public and 
Catholic schools will have been tested in the 
schools by the Health Department’s audiom- 
etrist. Beginning in May of this year the 
parents of those children still to be tested 
and those to be tested in subsequent school 
years, will be notified by letter from the © 
principal of the school of the results of a 
hearing test made by the audiometristt 
Included with this notification to the paren- 
is a letter to the private physician request. 
ing his recommendation. 

““As you probably know the Health De- 
partment conducts at the Towson Health 
Center a conservation of hearing clinic, 
where the causes of hearing loss are de- 
termined by a nose and throat examination 
and treatment by radium is available. 
Children may be referred here by private 
physicians. The bottom of the letter to the 


private physician, referred to in the para- 
graph above, can be used for this purpose, 
but if more convenient, the physician may 
telephone the Health Department or write 
the secretary of the conservation of hearing 
program in the Health Department in order 
to refer a case. A full report on the physi- 
cal findings will, of course, be made in a 
letter to the physician when a case is re- 
ferred to this clinic. 

“The early prevention of possible con- 
tinuing hearing loss is, I am sure you will 
agree with me, highly important not only 
in the school-aged child, but also in the pre- 
school child. Therefore, if there are any 
further ways the Health Department may 
be of service to you and to the children of 
Baltimore County, I hope you will let me 
know. Please call me if I can explain or 
clarify this new procedure.” 


SUMMARY 


There are presented above two examples of 
the interest private physicians have in pre- 
ventive medicine and in their health agency. 
In accomplishing this desirable end in Baltimore 
County, it has been essential that private phy- 
sicians, Health Department and voluntary health 
agencies lend their faculties diligently, tirelessly 
and selflessly to work together for the health of 
the community. This has been done in Baltimore 
County to the credit and good repute of the 
private physicians, the official and voluntary 
health agencies and others. The patience and 
perseverance the Health Officer of Baltimore 
County has given in the formulation of these 
workable procedures is recognized as an ap- 
preciable service to the physicians and through 
them, to the people of Baltimore County. 

6800 Mornington Road 
Dundalk 22, Maryland 
(Dr. Davis) 

7501 York Road 
Baltimore 4, Maryland 
(Dr. O’ Donnell) 
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TUBERCULOSIS AND ITS PREVENTION IN 
BALTIMORE COUNTY 


MARGARET LEE SHERRARD, M.D.* 


The death rate from tuberculosis in Baltimore 
County has shown a marked decline over the 
past few years. This parallels the nation-wide 
decrease in mortality rate from the disease that 
was once a “major killer.’”’ The national tuber- 
culosis death rate of more than 200 at the turn 
of the century had decreased and approximated 
12.5 per 100,000 population in 1953 (1). In 
Baltimore County the mortality from tuber- 
culosis has declined phenomenally from 43.2 
in 1940 to the new all time low of 8.5 per 100,000 
population in 1953 (2). 

This downward trend cannot be attributed 
entirely to the recent developments in drug 
therapy and new surgical techniques. The change 
began before that. Ample evidence tends to 
indicate that it is more likely to be the result of 
a general health movement which began in the 
nineteenth century (3). Later the campaign to 
combat the spread of this specific disease was 
widely developed by local, state, and national 
agencies aided by anti-tuberculosis associations 
and private beneficence (4). Much publicity 
has been given to the curability of the disease 
and the necessity for early diagnosis and treat- 
ment. As a result of this publicity there has been 
better understanding of the disease and its treat- 
ment and attempts have been made to establish 
the necessary facilities. 

In Baltimore County, the fight for the past 


* Director of the Division of Tuberculosis Control, Balti- 
more County Health Department 


fourteen years against tuberculosis has been a 
cooperative one, an objective that has been fore- 
most in the plans of Dr. William H. F. Warthen, 
the Health Officer of Baltimore County (2). The 
private physician, the official local and state 
agencies, the voluntary associations, and indi- 
vidual volunteers unite in their efforts to eradi- 
cate tuberculosis. The Baltimore County Health 
Department carries on an organized control 
program in the detection of cases and in the pre- 
vention of spread of the disease. The Division 
of Tuberculosis keeps an up-to-date file on all 
diagnosed cases. Chest clinics and “x-ray only” 
clinics are operated regularly throughout the 
County. Mass x-rays surveys are scheduled an- 
nually among industries, schools, colleges, in- 
stitutions, and communities. The Division of 
Public Health Nursing cooperates, assists and 
functions effectively in carrying out at all times 
this program of prevention, in the home, in the 
school, and in the clinic. The Baltimore County 
Health Department obtains valuable assistance 
from the Baltimore County Public Health As- 
sociation, through its Tuberculosis Committee, 
and works closely with the Baltimore County 
Medical Association (5). 

Case finding is one of the chief activities in 
the control of tuberculosis. Each case of tuber- 
culosis diagnosed by private physicians or any 
agency in the County is reported to the Division 
of Tuberculosis. A master card file with sum- 
marized significant clinical and environmental 
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data is maintained on every reported case. New 
cases are also diagnosed in chest and “x-ray 
only”’ clinics operated by the Health Depart- 
ment and data likewise entered on cards in this 
file which is checked daily for accuracy. 

The clinics of the Health Department do not 
compete with the private practice of medicine. 
On the other hand, both the chest and ‘x-ray 
only”’ clinics are designed, by purpose and func- 
tion, to take care of those patients who cannot 
afford a private physician, or who do not have a 
private physician. The clinics serve as a starting 
point where advice and services are extended to 
the physician for his patient if he so desires 
them (6). 

On his first visit to the clinic the patient is 
x-rayed and sputum is collected if indicated. 
A report of the x-ray findings, the diagnosis and 
recommendations are then sent to the referring 
physician. If the patient has no physician, he is 
asked to designate one. The Health Department 
will continue to follow the patient if the re- 
ferring physician requests this. At times the 
private physician follows the patient entirely 
or may request x-ray services and sputum exam- 
ination as needed. As agreed upon by the Balti- 
more County Medical Association and the Balti- 
more County Health Department, it becomes the 
responsibility of the Health Department to 
follow the contacts of all diagnosed cases of tu- 
berculosis. A report of these examinations is sent 
to the private physician along with any positive 
diagnoses (7). Competent clinicians with special- 
ized training in tuberculosis head the chest clinics 
and are willing to consult with the referring 
physician concerning his particular patient. In 
order to keep in contact with individuals with 
tuberculosis who are being followed by private 
physicians, the Division of Tuberculosis writes 
the physician requesting pertinent information. 
In this way an up-to-date file may be main- 
Jained. 

After an individual has been diagnosed as 
having active tuberculosis, he may require 
hospitalization. Applications are made through 
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the private physician or the clinic physician to 
the State Department of Health which carries 
on the operation of the State Tuberculosis Hospi- 
tals. With the newer concepts in the treatment 
of tuberculosis, which have resulted from ad- 
vances in the knowledge of chemotherapy and 
from newer methods in anesthesia and in sur- 
gery, there is a trend toward shorter periods of 
hospitalization or no hospitalization at all (8). 
However, it should be kept in mind that even 
though chemotherapy is bringing relatively rapid 
improvement in the patient’s condition, it has 
not been definitely ascertained that these drugs 
assure permanent cure. Long term evaluation 
of the results must be made (9). 

Although the tuberculosis mortality rate has 
declined and there have been rapid advances in 
the method of treatment, the Health Depart- 
ment should never relax in its efforts to find new 
cases. Only then can efforts be made to prevent 
the spread of infection from this all important 
source. In the days when the diagnosis of a case 
depended upon the classical picture of such cardi- 
nal signs and symptoms as weight loss, cough, 
and hemoptysis the results from treatment were 
poor. On the other hand, x-ray affords one of the 
foremost methods of early diagnosis, when 
symptoms are often absent. Experience shows 
that a higher percentage yield of positive cases 
come from particular segments of the population 
such as household contacts. However, a great 
number of active cases would be missed if x-rays 
were not made on massive segments of the 
population. This activity is carried on by mass 
x-ray surveys (10). Once a suspicious x-ray is 
found on a 70 mm. film every effort is made to 
obtain a definite diagnosis by large film. 

Despite the progress made against tuber- 
culosis, the fight is not yet over. The incidence 
rate in Baltimore County is still 58.2 per 100,000 
population (1953) even though the correspond- 
ing rate for 1940 was as great as 88.2. 

This striking editorial appeared in The Evening 
Sun of January 22, 1945.* 


* Reprinted by courtesy of The Evening Sun. 
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“ALERTNESS IN THE COUNTY 


“Much of Baltimore County is so closely meshed with 
Baltimore city. that in such a matter as the protection of 
public health each is dependent upon the other’s 
efficiency. Indifference to or ineffectiveness in sanitation 
or the control of communicable diseases on either side 
of a political boundary that runs through what is in 
fact a single community would expose the whole popula- 
tion to serious danger. If, therefore, Baltimore County 
can take comfort in the fact that the Baltimore City 
Health Department is a capable and effective agency, 
Baltimore City can find equal gratification in a Balti- 
more County Health Department that rates high in 
competence. 

“Tn recent years, under the direction of Dr. W. H. F. 
Warthen, County Health Officer, the Baltimore County 
Health Department has been expanded and depart- 
mentalized in conformity with modern standards. 
Clinical services have been multiplied, the cooperation 
of practicing physicians in the detection and reporting 
of communicable diseases has been gained and techniques 
suitable to the urban conditions that now characterize 
much County territory have been adopted. Dr. Warthen 
is not a stranger to the health problems of congested 
communities. He went to his county post from the 
assistant directorship of the Baltimore City Health 
Department. 

“Tt is reasonable to believe that this greater activity 
of the County Health Department, rather than an up- 
surge in incidence of the disease, accounts for most of a 
sharp increase in new cases of tuberculosis reported for 
the county last year. If so, the increase is good news 
rather than bad. It means that 450 cases, this being the 
number reported, instead of the average 150, are under 
treatment and the dangers of communication lessened. 
One of the difficulties that confront control of tuberculo- 
sis is the undetected sufferer and carrier. This is equally 
true in the case of venereal diseases and, indeed, all 
contagions. It is good to know that Baltimore city’s 
immediate neighbor is on the alert against these enemies 
of individual and public health.” 


There are two cardinal facts which have a 
significant bearing upon the road ahead to the 
decrease in tuberculosis we hope for in Baltimore 
County. The age incidence of pulmonary tuber- 
culosis generally has shifted from young indi- 
viduals to males in the older age group (11). A 
few cases are reported for the first time only 
when the patient is dying and many others are 
far advanced when first discovered. The high 


mortality rate in the colored shows that this 
race, once the disease is acquired is more sus- 
ceptible to the end results of the disease (12). 
Stronger efforts must be made for early diagnosis 
and effective treatment. 

Up to the present, any efforts to immunize 
against this disease have been mostly experi- 
mental or limited to very small groups. There 
has been no definite program of immunization 
established by the County Health Department 
at the present time. This must await more con- 
clusive evidence. 

The ultimate objective of the control program 
in tuberculosis is eventual eradication of the 
disease. The Baltimore County Health Depart- 
ment looks hopefully toward that day. With 
our present methods this can be accomplished 
only by a strong and persistent program of case 
finding and, once that case is found, to prevent 
any further spread of disease from that source. 
Some real evidence of the results of the vigorous 
anti-tuberculosis compaign in Baltimore County 


is the tremendous decline in the tuberculosis 


death rate from 1940 to 1953. 
Baltimore County Health Department 
Towson 4, Maryland 
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PREVENTIVE DENTAL HEALTH IN BALTIMORE 
COUNTY 


NORVAL H. McDONALD, D.D.S.* 


If dental caries were a communicable disease 
a great many people would want to know why 
something was not being done about it. The 
records show that dental caries is our most prev- 
alent disease. It is astounding, but true, that 
about 95 per cent of all the people over three 
years of age are affected. In spite of the prev- 
alence of dental caries it has been demonstrated 
that only about 25 per cent of the people affected 
receive routine dental care. The really pathetic 
fact about this situation is that the group which 
is most in need of dental care, the elementary 
school age child is the most neglected (1). 

The dental profession has been trying for 
many years to develop educational programs 
which would appeal to the public and at the same 
time awaken the people to the great need for 
dental care. The profession has also sponsored 
much research on dental caries in the hope of 
finding the cause or causes. If the cause could be 
found, it might be possible to reduce the in- 
cidence of the disease. Research has led to the 
discovery that dental caries was consistently 
lower in communities where the public water 
supply contained variable amounts of fluoride 
salts and as a result of further research many 
communities are adding a fluoride to their public 
water supplies. Where this has been done over 
a period of several years there has been a marked 


* Director of the Division of Dental Health. Baltimore 
County Health Department. 


reduction in the prevalence of dental caries, es- 
pecially in children. A fluoride is being added tc 
the public water supply in Baltimore city, but 
since all the people of Baltimore County are not 
supplied with water from Baltimore city, it will 
be difficult to evaluate the results as far as the 
County is concerned. 

The Baltimore County Health Department 
and the Board of Education of Baltimore County 
have long been aware of the need for dental care 
and they jointly sponsor the dental health pro- 
gram. The original program resulted from a 
proposal made by the Maryland State Dental 
Association a number of years ago that a dentist 
be appointed to the State Board of Health and 
that the State Department of Health be re- 
quired to employ a dentist to administer a dental 
program on a State-wide level. For several years, 
however, the clinical service for pupils in the first 
three grades and a survey or inspection service 
for pupils in the upper elementary grades were 
all that could be planned to further dental educa- 
tion in the schools of Baltimore County. Two 
factors limited the scope of the program: (1) in 
the past the part time Health Department dental 
supervisor could devote only so much time to 
administering the program; and (2) there were 
insufficient dentists to conduct clinics in every 
elementary school where dental clinics were de- 
sired. The first limiting factor was corrected, 
at least in part, in 1952 when the writer was ap- 
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pointed as the first full time Director of the Divi- 
sion of Dental Health of the Baltimore County 
Health Department through the joint efforts of 
Dr. William H. F. Warthen, Health Officer of 
Baltimore County, and Dr. Richard C. Leonard, 
Chief of the Division of Dental Health of the 
Maryland State Department of Health. The 
other limiting factor is a difficult one to over- 
come, since it is a personal problem concerning 
each individual dentist. The recently organized 
Baltimore County Dental Association may be 
able to assist in the procurement of more part 
time clinicians and it is hoped that the individual 
members will help in the development of educa- 
tional projects in the schools by serving as dental 
consultants. 


THE CLINICAL SERVICE 


The clinical program as it now exists is a co- 
operative program wherein the clinics are spon- 
sored by the Parent-Teacher Association of the 
school where a clinic can be conducted, with 
additional funds provided by the Baltimore 
County Health Department and the State De- 
partment of Health. This makes it possible for 
parents to have their children’s dental needs pro- 
vided at a nominal cost. It is not a free service, 
although sometimes a Parent-Teacher Associa- 
tion arranges to take care of children whose 
parents are unable to do so. It is not intended 
to make a profit from any clinic and this seldom 
occurs, since the prevailing fees are kept as low 
as possible in relation to what is paid to the 
clinician. Since there has never been a sufficient 
number of clinicians to operate a clinic in every 
elementary school, or to extend the service to 
children in the upper grades, even though they 
might need dental care as much as the lower 
grade group, only a relatively small number of 
children in proportion to the number who need 
such care have received it. 

The records show that during the past school 
year of 1953-1954 there were 8,263 pupils ex- 
amined in the 22 elementary schools where dental 
clinics were conducted. Of this number a total 


of 5,937 or 71.9 per cent had dental defects. 
Complete dental care was given to 1,894 pupils, 
or 31.9 per cent of those children found to have 
dental defects. Only 92 pupils of the remaining 
4,043 with defects returned certificates stating 
that they have received all necessary dental care 
from family dentists. 


THE SURVEY SERVICE 


The dental survey service had been used 
previously for pupils in the upper grades in those 
elementary schools where a dental clinic was 
conducted or for pupils in all elementary grades 
in schools where a dentist was not available to 
conduct a clinic. This form of dental service is not 
approved by many public health dentists since 
the school dentist does not actually examine the 
teeth; he simply classifies each child as having 
satisfactory or unsatisfactory teeth. For this 
reason its use in Baltimore County during the 
1953-1954 school year was minimized and the 
advisory services (see below) received greater 
emphasis. In the five schools using the service 
a total of 1,616 pupils was surveyed or classified 
and a total of 991 or 61.3 per cent was found to — 
be unsatisfactory. Only 54 of the 991 or 5.5 per 
cent returned certificates stating that they had 
received all necessary dental care from a family 
dentist. 


THE ADVISORY SERVICES 


Prior to 1953 no effort was made to promote 
dental health education in the non-clinic schools 
except where a classroom teacher or a public 
health nurse instituted a dental health project 
in connection with the regular teaching program. 
In order to reach the parents of pupils in all the 
elementary schools two recent dental advisory 
services have been inaugurated in Baltimore 
County: (1) a preschool service; and (2) an ele- 
mentary school service. 

Preschool Advisory Service. The preschool 
dental advisory service was introduced in the 
spring of 1953 at the preschool roundups with 
better results than were anticipated. Parents 
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who registered children at a preschool roundup 
received a letter which stressed the importance 
of child dental care and adviséd that the children 
be taken to a private dentist for a dental exam- 
ination and dental care if needed. A great many 
of the parents followed the advice with the result 
that for the 59 elementary schools which used 
the service and from which completed reports 
were received, a total of 37 per cent of the 
children entered school in the fall of 1953 with 
acceptable “OK” or satisfactory teeth, accord- 
ing to the certificates received from practicing 
dentists. 

Elementary School Advisory Service. The other 
advisory service, for use in elementary schools, 
was made available when schools opened in the 
fall of 1953. As in the preschool advisory service, 
the letter to the parents stressed the importance 
of dental care and encouraged the parents to 
take their children to a private dentist for a 
dental examination and care if needed, and re- 
turn a certificate, prepared by the Health De- 
partment, properly checked and signed by a 
dentist. This service was used in twelve of the 
clinic schools for one or more upper grades and 
in seventeen non-clinic schools with variable re- 
sults, as had been anticipated. 

For the twenty-nine schools where the service 
was used throughout or in part, the reports re- 
ceived showed that a total of 14,236 letters was 
distributed, and a total of 2,143 pupils had ac- 
ceptable “OK” or satisfactory teeth according 
to the certificates signed by dentists. The per- 
centages ranged from 1.5 to 49.9 with an average 
of 15.1 per cent for the 29 schools. Most of the 
schools at the top of the list are located in the 


more metropolitan areas where there are more 
practicing dentists. The schools located in the 
more rural areas where there are only a few, if 
any, practicing dentists made a poorer showing. 
The result, however, was as good or better than 
was anticipated. However, these figures show 
that there is still a great deal to do in the way 
of dental health education. 


SUMMARY 


The dental health program in Baltimore 
County as presently organized must be con- 
sidered as a long range program. It is well 
planned and sufficiently diversified to reach 
every elementary school in the County. The 
weak links must be strengthened, if possible, 
by: (1) encouraging teachers to integrate dental 
health with daily classroom teaching; (2) en- 
couraging school principals to develop school- 
wide projects on dental health; and (3) develop- 
ing better contacts with Mothers’ Clubs and 
Parent-Teacher Associations to awaken parents 
to the great need for dental care and for the need 
of cooperating with the existing program. The 
clinic program should be improved so that more 
rural school children may receive dental care. 
It is hoped that the recently organized Baltimore 
County Dental Association will cooperate with 
the Baltimore County Health Department in 
trying to procure the services of more dentists. 

Baltimore County Health Department 
Towson 4, Maryland 
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Scientific Papers 


DERMATOLOGIC EXPERIENCES AT A HOSPITAL 
FOR THE MENTALLY RETARDED* 


ISRAEL ZELIGMAN, M.D., Mep. Sc.D. anp SAMUEL P. SCALIA, M.D. 


During November 1951, a dermatology 
clinic was set up at the Rosewood State Train- 
ing School, a hospital for the mentally re- 
tarded. This clinic has met usually every two 
weeks for an entire afternoon. There, patients 
have been examined, subjected to laboratory 
procedures when indicated, and treatment 
outlined or directly administered. Because of 
the mental status of most of the patients, it 
has been impossible to obtain an adequate his- 
tory from most of the patients. All patients, 
except when special studies or epidemics have 
been pursued, have been referred to the derma- 
tology clinic by the resident physicians or by 
other specialty consultants. 

This study refers to those patients examined 
and treated from November 1951 through 
April 1954. During this interim, the census of 
the institution has varied between 1274 and 
1553. The oldest patient was 76 years old and 
the youngest 2 months. The sex ratio has 
averaged males/females = 1.3; all inmates were 
white. The average number of admissions each 
year has varied from 106 to 298. Discharges from 
the institution have varied from 50 to 103 each 
year and deaths from 9 to 47. This report, it 
must be emphasized, is not a statistical survey 
of the entire institution at any one time; it 
merely concerns those patients referred to the 
dermatology clinic and to other cases particu- 
larly pursued because of special interest. 

Of those patients seen in the clinic there were 
134 females and 111 males. Many of those with 
chronic dermatoses were seen repeatedly and 


* From the Rosewood State Training School, Owings Mills, 
Md. 


some patients of course had more than one 
dermatosis. A special study of the dermatologic 
manifestations of mongolism (1), not included 
in this report, has previously been published. 


BACTERIAL DisEAsEs (Table I) 


Many pyodermata both primary and second- 
ary, were seen. As noted, there were 16 cases 
of pyoderma involving combinations of impe- 
tigo and ecthyma. There were 14 cases of im- 
petigo contagiosa per se and 4 of ecthyma alone. 
Other dermatoses which were secondarily in- 
fected accounted for 8 cases. There were 5 
cases of infectious eczematoid dermatitis mostly 
from foci of otitis externa or media. There were 
scattered cases of folliculitis, furuncles and 
cellulitis. 


TABLE I 
Bacterial Diseases 


Infectious Eczematoid Dermatitis..................... 5 


In general, most cases with local involvement 
were treated with chlortetracycline ointment. 
Those ofa more generalized distribution or of 
less superficial manifestation received systemic 
chlortetracycline, erythromycin or penicillin. 
When indicated, patients were transferred from 
their cottages to the hospital for better observa- 
tion and more careful and definitive nursing 
care. Results of therapy were very satisfactory. 
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TABLE II 
Viral Diseases 


Diseases (Table II) 


Some dermatoses of viral etiology were seen 
in the dermatology clinic. There were 10 pa- 
tients with verruca vulgaris, some with mul- 
tiple lesions, and all of whom were successfully 
treated with electrodesiccation and curettage. 
In a few instances, bismuth therapy was at- 
tempted but these were uniformly unsuccessful. 
Two patients with plantar warts received top- 
ical therapy since neither had discomfort severe 
enough to warrant radiation or surgical treat- 
ment. 

Four patients with multiple lesions of mol- 
luscum contagiosum were treated with curette- 
ment. Individual cases of herpes simplex and of 
rubella were also encountered. 


PaRASITIC DISEASES 


Only 3 patients with scabies were actually 
seen in the clinic. When these were recognized 
however, a follow-up visit was paid to the two 
cottages housing a total of 200 inmates virtu- 
ally all of whom had scabies. Considerable 
difficulty was encountered when sulfur oint- 
ment 10% was used because of the messiness 
of application to these difficult-to-handle pa- 
tients. When Eurax cream was applied daily for 
two days to these inmates, a dramatic result en- 
sued, putting a quick cessation to the epidemic. 


TABLE III 
Fungous Diseases 


Funcous DisEasEs (Table III) 


Over the 30 months of study, 5 patients with 
tinea capitis were seen. They were all found to 
be caused by Microsporon Audouini. Because 
of the difficulties involved in patient coopera- 
tion, x-ray epilation was not attempted. Only 
topical therapy was used and at present writing 
(July 1954) 3 patients continue to harbor the 
infection. One of these has to our knowledge 
shown no improvement for over 2 years. 

Four patients with tinea corporis were suc- 
cessfully treated with ammoniated mercury 
ointment 10%. Four patients were seen with 
tinea versicolor, 2 with monilial paronychia, 
and one each with perleche, tinea manis, tinea 
pedis and onychomycosis. It is obvious that 
there are probably several hundred inmates 
with tinea pedis at the institution, but only one 
was referred because of it. 


ALLERGIC DisEAsEs (Table IV) 


Some 15 cases of contact dermatitis were 
seen. Some were of allergic causation such as 
due to plant oleoresins, medications, etc., while 
most were due to primary irritation reaction 
caused by soaps and detergents. Many patients 
are given part-time occupations and some of 
those who were engaged in dishwashing and in 
clothes washing developed primary irritation 
contact dermatitis of the hands. The relatively 
small number of cases of contact dermatitis was 
a great surprise when one considers that this 
entity is the leading diagnosis in the private 
practice of one of us. (I.Z.) 

There were 7 cases of atopic dermatitis of 
quite typical variety and there were 2 cases of 
lichen chronicus simplex which entity is classi- 


TABLE IV 
Allergic Diseases 
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TABLE V TABLE VI 
Endocrinological Disorders Psychodermatoses 


fied here but could easily be placed in other 
disease groups. There were also 2 cases of ery- 
thema nodosum, 1 of absorption dermatitis and 
1 of dermatitis medicamentosa. 


ENDOCRINOLOGICAL D1sorDERS (Table V) 


The greatest number of cases seen in any one 
category was of acne vulgaris. This was un- 
doubtedly due to the large number of inmates 


in their teens and twenties. Many of these pa-- 


tients were quite concerned with their appear- 
ance and the acne lesions represented an impor- 
tant defect. Others were of such low mental 
calibre that they were referred only because 
the resident physicians were desirous of derma- 
tologic help for them. Therapy was limited to 
topical medications only except for one patient 
who improved considerably with radiation 
therapy. 

Another large category was seborrheic derma- 
titis with 27 cases. The exact reason for this 
relative high incidence (27 compared with 15 
cases of contact dermatitis) was not determined 
but might have been due to the difficulties en- 
countered in the performance of an adequate 
number of shampoos on the patients. The thera- 
peutic response to more frequent shampoos and 
to topical therapy with sulfur-salicylic acid-tar 
preparations was gratifying. 

Three cases of rosacea were seen. Topical 
therapy alone was used and the results were 
indifferent. 

Two cases of generalized myxedema were 
so uncooperative that basal metabolic rates 
could not be adequately performed. The derma- 
tology clinic was called upon for aid and histo- 
logic study of the skin confirmed the clinical 
and other laboratory evidence of myxedema. 


PsYCHODERMATOSES (Table VI) 


There were 16 patients, all idiots, with lo- 
calized acquired hypertrichosis and callous for- 
mation. Similar to the patients reported by 
Reissman and Butterworth (2), the lesions 
resulting from chronic repeated trauma, were 
all on the dorsa of hands, the wrists and the 
forearms. All except one occurred in those who 
were self-biters, while one with marked linear 
lesions of hypertrichosis on the forearms was a 
self-scratcher (Fig. 1). 

Though only 8 cases of neurotic excoriations 
are recorded, there were more but some are 
included among the pyodermas since the bac- 
terial infection was the foremost problem when 
seen in the clinic. There were in addition 3 pa- 
tients with alopecia areata and one with tricho- 
kryptomania. 


Fic. 1. Localized acquired hypertrichosis 
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TasBLeE VII 
Other Inflammatory Dermatoses 


INFLAMMATORY DISEASES OF UNKNOWN 
or OTHER EtroLtocy (Table VII) 


Twelve cases of psoriasis were seen. Some 
responded well to topical and ultra-violet ther- 
apy while others were recalcitrant to many 
different therapeutic approaches. There were 
4 cases of dermatitis hiemalis, 2 of pityriasis 
rosea, and individual cases of lichen planus, 
intertrigo, nummular eczema and of thermal 
burn. 


Tumors (Table VIII) 


Many skin tumors were encountered. Seven 
patients were referred to the skin clinic because 
of benign pigmented nevi. Most of these were 
excised and were subjected to histologic investi- 
gation in order to rule out malignancy. 

Six patients with adenoma sebaceum were 
seen. All had evidence of tuberous sclerosis and 
epiloia. Biopsies were taken of the facial papu- 


TaBLeE VIII 
Tumors 
Subepidermic Nodular 1 


lar lesions and also of the nodular pigskin-like 
lesions. The histologic studies confirmed the 
findings of Weidman in the classic article of 
Butterworth and Wilson (3) that the term 
“adenoma sebaceum”’ is a misnomer since there 
was no evidence of sebaceous gland hyperplasia. 
On the other hand there was evidence only of 
fibrous hyperplasia. 

Three patients with simple nevus flammeus 
were seen and in addition there were 3 others 
with involvement of the face associated with 
the Sturge-Weber syndrome. These revealed 
not only clinical manifestations but also roent- 
genologic confirmation of this abnormality. 

Other benign and premalignant tumors were 
seen and in addition there was one case of basal 
cell carcinoma. 


MISCELLANEOUS DERMATOSES (Table IX) 


Of the miscellaneous group of dermatoses, 
several were of particular interest. Two patients 
with decubitus ulcers of the scalp were seen in 
the clinic but a number of others were found in 
the nursery where the management of decubitus 
ulcers of the scalp of hydrocephalics represents a 
difficult problem. 

Cutis verticis gyrata was seen in one patient. 
The association of this rather rare abnormality 
with mental retardation has recently been 
attested by Polan and Butterworth (4) who 
in a review of the literature found that 28% of 
cases of cutis verticis gyrata occurred in persons 
with neuropathic traits; they personally noted 
6 cases in mentally retarded persons. 


TABLE IX 
Miscellaneous Dermatoses 
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COMMENT 


Not only has the skin clinic performed a diag- 
nostic and therapeutic service at the Rosewood 
State Training School, but it has served as an 
excellent means of investigation of the various 
dermatoses seen at a hospital for the mentally 
retarded. It has afforded an opportunity to 
compare cases seen at such an institution with 
those seen in private practice and in derma- 
tology clinics in general hospitals. 

The great number of pyodermas, acne vul- 
garis and seborrheic dermatitis has been noted 
as well as the relative paucity of contact derma- 
titis. In addition, localized acquired hyper- 
trichosis, adenoma sebaceum, and Sturge-Weber 
syndrome, seen uncommonly in ordinary prac- 
tice, were studied and observed. As previously 
noted, the dermatologic manifestations of mon- 
golism have been reported in a previous com- 


munication. All in all, the institution and man- 
agement of the skin clinic have been interesting, 
educational and well worthwhile. 
1109 North Calvert Street 
Baltimore 2, Maryland 
(Dr. Zeligman) 
1004 Reisterstown Road 
Pikesville 8, Maryland 
(Dr. Scalia) 
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PSYCHIATRIC RESEARCH IN A STATE PSYCHIATRIC 
HOSPITAL’ 


ALBERT A. KURLAND, M.D 


The State of Maryland has over 10,000 beds 
in its state psychiatric hospital system. More 
beds continue to be needed as the patient popu- 
lation increases in spite of the application of all 
the recognized treatment procedures. The 
cost of the care and treatment of this staggering 
burden of illness runs into the millions. What 
it costs in terms of the suffering of the patient 
and his close ones is incalculable. A problem of 

1 Tt is with a great deal of pleasure that the author acknowl- 
edges the help and support of Dr. Isadore Tuerk, Superin- 
tendent of the Spring Grove State Hospital; Dr. George 
Sutherland, Director of Psychiatric Education and Research 
of the Department of Mental Hygiene; and Dr. Clifton Perkins, 
Commissioner of Mental Hygiene. Without their help and 
support and constant encouragement, this program would not 
have been possible. 


2 Director of Medical Research, Spring Grove State Hospi- 
tal, Catonsville, Maryland. 


this magnitude presents unceasing and ever- 
increasing demands for solution or a defensive 
pattern of apathy, indifference and inertia 
results. In the past as we know only too well, 
the state psychiatric hospital became the cus- 
todial center to store those human beings for 
whom medical science had little to offer. In 
the more recent decades with the discoveries of 
Freud and his co-workers and their application 
to the treatment of the mentally ill plus the 
introduction of the shock therapies, there has 
been brought about a changing role in the state 
psychiatric hospital and its emergence as an 
active treatment center. This is indicated by an 
admission rate which exceeded 1200 admissions 
for the past year. 

One of the results of this movement has been 
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The introduction and rapid widespread adoption of 
ACHROMYCIN has opened a new chapter in the 
history of broad-spectrum antibiotics. 


ACHROMYCIN fulfills the requirements of the ideal 
antibiotic in virtually every respect . . . wide-range 
antimicrobial activity, in vivo stability, tissue pene- 
tration, minimal toxicity. 


ACHROMYCIN is truly a broad-spectrum weapon, 
effective against Gram-positive and Gram-negative 


LEDERLE LABORATORIES DIVISION aweacav Ganamid coum PEARL RIVER, NEW YORK 


Hydrochloride 
Tetracycline EC] Lederle 


bacteria, as well as certain mixed infections. 


ACHROMYCIN is more stable and produces 
fewer side effects than certain other broad- 
spectrum antibiotics. 

ACHROMYCIN provides prompt diffusion in body 
tissues and fluids. 


ACHROMYCIN is destined to play a major role among 
the great therapeutic agents. 
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an increasing challenge for more effective treat- 
ment procedures. The question is asked with 
increasing frequency, “What can psychiatric 
research contribute?”? When we attempt to 
answer this challenge, we have been confronted 
with a paradoxical state of affairs. Where there 
are the most psychiatric patients, there. has 
been the least psychiatric research. Recently 
this phenomena has begun to engage the serious 
consideration of such leaders in psychiatric 
research as Kubie (1) and Gottlieb (2). What is 
there about psychiatric research, especially on 
the state psychiatric hospital level, which has 
kept it in such an inactive state? 

An approach to this problem was made from 
two directions, using the Spring Grove State 
Hospital as the object of study. One was to 
prepare a roster of the physicians who had been 
at this hospital since its founding over 155 
years ago. Through the assistance of the librar- 
ians of the Medical and Chirurgical Faculty 
Library, the titles of any publications written 
by physicians while on the Staff of the Spring 
Grove State Hospital were sought. The sum 
total was that there was little handed on to 
posterity except for the sporadic efforts of some 
very energetic physicians. In fact in a bulletin 
(3) commemorating the 150th anniversary cele- 
bration of the founding of the hospital, there 
is only a paragraph detailing the research 
efforts at this hospital which has pioneered in 
such things as the introduction of the shock 
therapies and volunteer services into the state 
hospital. 

The second phase of this investigation, 
namely, the nature and evaluation of the prob- 
lem encountered in the development of an 
active research program in a state psychiatric 
hospital, was formulated in a paper published 
in the Bulletin of the School of Medicine of the 
University of Maryland (4). One of the most 
important factors which came out of that 
study was the need for a supporting structure 
to carry on an organized research program in a 


Psychiatric Research in State Psychiatric Hospital 


hospital crowded with patients and over- 


burdened personnel. 

As a result of this recognition and the de- 
veloping awareness of the potentialities of the 
state psychiatric hospital for both basic and 
applied research, the administration of the 
Spring Grove State Hospital, through the De- 
partment of Mental Hygiene of the State of 
Maryland, organized a research department, 
and in July, 1954, it completed its first year of 
service. 

The nature of the operations which have de- 
veloped in the past year as this research unit 
began to become integrated into the operating 
routines of the hospital fell into two main 
categories. One was the research projects which 
originated to meet problems in a hospital set- 
ting and which could be approached for investi- 
gation with the means available and, secondly, 
assistance which could be rendered to other 
institutions and their investigators in providing 
the means to carry out special studies. 

In the first category there were several proj- 
ects. An investigation was begun to study all 
patients who had been committed to the hos- 
pital in the past 25 years who had acted out a 
homicidal impulse. On the basis of a classifica- 
tion of the victims in relationship to their assail- 
ants, it was found that the largest group of 
assailants were those that murdered their wives. 
This then became an object for special study and 
resulted in a paper entitled, ‘““A Comparative 
Study of Wife Murderers” (5). From this in- 
vestigation of this group of patients and a com- 
parative study of a group of patients and their 
wives who had survived a homicidal assault, a 
group of factors in evaluating the homicidal 
potential of the marital setting were formulated. 
These were: (1) An increasing degree of the 
acting out of hostile impulses by verbal threats, 
threatening use of weapons or physical assaults; 
(2) ahistory of increasing alcoholism; (3) increas- 
ing emotional clashes as the results of expres- 
sions of pathological jealousy, ideas of infidelity 
and persecution; (4) an increasing limitation 
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and dissatisfaction with sexual expression in 
the marriage, and (5) an increasing inability 
to discuss their emotional conflicts with each 
other. There was emphasized the need to learn 
the relationship of the wife to the husband in 
terms of her attempts to control his behavior. 
Is she resorting to the increasing use of guilt 
while she attempts to hold herself to be blame- 
less? Does she increasingly threaten her spouse 
with uncertainty about the maintenance of their 
marriage and at the same time denying his de- 
pendent needs? Where an attack has been made 
and the victim has survived, the problem that 
the psychiatrist faces in dealing with the mani- 
festations of such sadomasochistic relationships 
is an area in which continuing investigation is 
going on to determine the best therapeutic 
means of dealing with such a potentially laden 
setting for tragedy. 

An outgrowth of the original project is being 
carried on at the present time, namely, an in- 
vestigation into the factors which led to the 
second largest group of victims, children. It has 
been found here that it is the mother who kills in 
the great majority of the cases. What can be done 
from an understanding of the psychodynamics 
to help prevent such catastrophes from occurring 
is under investigation. 

One of the areas in which the hospital adminis- 
tration has concentrated a great deal of study 
has been that of the care and management of the 
criminally insane. This has led to an investiga- 
tion of the attendants and the care of the crimi- 
nally insane (6). This project was designed to 
study the factors which might help to bring 
about a more effective therapeutic milieu in 
this division of the hospital. It also introduced 
the electronic recording of attendants’ reports 
which gave a one-step communication between 
doctor and attendant instead of the usual trans- 
mission of information from attendant to charge 
attendant to supervisor and then physician, with 
a marked increase in patient care. 

An attempt was made to evolve a method of 
evaluating quantitatively the effectiveness of 


a music therapy program, using a group of 
chronic, regressed, schizophrenic patients, but 
no clear-cut formulations could be reached be- 
cause of the difficulties in designing adequate 
controls. 

The second category of service in which the 
research department was able to be of assistance 
was in the aiding of other institutions and their 
investigators in carrying out special studies such 
as (1) quantitative studies of the phenolic amines 
in the cerebrospinal fluid of certain types of 
patients; (2) the effect of lysergic acid and mesca- 
line in changing the mental status of chronic, 
regressed, schizophrenic patients; (3) the effects 
of anxiety induced by experimental stress on 
the performance of the damaged brain; (4) the 
relationship between color choice and affective 
state in a group of male paranoid patients, and 
(5) brain tumors and their resulting psycho- 
logical disorders. 

In the year ahead, it is expected that the 
following projects which are under investigation 
will have reached a point where sufficient data 
will have been obtained to lead to formal presen- 
tations: (1) A comparative study of the accident 
rate of the Spring Grove State Hospital. An 
analysis is being made of the number of accidents 
occurring in the various divisions of the patient 
population of the Spring Grove State Hospital 
over a one year period and the factors influencing 
the accident incidence. (2) A systematic study 
is being made to develop standards of comparison 
of the rate of recovery of memory function in 
patients receiving electric shock. (3) Studies are 
being carried out on the use of Thorazine (Chlor- 
promazine) in the management of acutely dis- 
turbed patients in which a series of about 50 
patients will be evaluated. (4) A study is being 
carried out to evaluate the effect of the alkaloids 
of Rauwolfia Serpentina in the management of 
tension states. (5) The status of the Funkenstein 
Test is being reviewed due to the conflicting re- 
ports as to the value of this procedure as a prog- 
nostic indicator in various treatment procedures. 
(6) An evaluation of Hyaluranidose in insulin 
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coma therapy is being conducted. The introduc- 
tion of this agent as a means of bringing about 
an acceleration of insulin coma and a decrease 
in post-coma reactions appears to be contro- 
versial. It is hoped through our series of cases 
to shed further light on this matter. 

While the research program of the Spring 
Grove State Hospital has been outlined, it is 
not meant to be presented as a rigid one. Day 
to day problems and the evolution of any data 
and information which might lead to more 
significant contributions would take priority in 
the planning and constant designing of experi- 
mental procedures which can be fitted into the 
daily operating routines to yield the clinical 
information available in a hospital of almost 
3,000 beds. A goal which the research service is 
striving for is an expansion of the budget to the 
point where it will be possible to have the neces- 
sary personnel to carry on the multidisciplinary 
approach so necessary to modern dynamic 
psychiatric research. It is also hoped that funds 
may be secured to provide compensation for 
members of the Staff who may wish to carry out 
investigations as an extra curricular activity in 


the free time available to them. It is also hoped 
that a state of affairs can be reached whereby 
the practicing psychiatrist in the community 
will be able to avail himself of the facilities for 
doing research to complement the assets of his 
years of clinical experience. 

6207 Winner Avenue 

Baltimore 15, Maryland 


BIBLIOGRAPHY 


1. Kupir, Laurence S. Research in Psychiatry is Starving to 
Death. Science 116: 239-243; September 5, 1952. 

2. GoTTLIEB, JACQUE S. The Responsibility of the Public 
Mental Hospitals in Psychiatric Research. American 
Journal of Psychiatry 109: 801-807; 1953. 

3. History of the Spring Grove State Hospital, Catonsville, 
Maryland. One hundred and fiftieth anniversary 1797— 
1947, 

4. Kurtanp, ALBERT A. The Nature and Evaluation of the 
Problems in the Development of an Active Research 
Program in a State Psychiatric Hospital. Bulletin of the 
School of Medicine of the University of Maryland 38: 
80-84; 1953. 

5. A Comparative. Study of Wife Murderers Admitted to a 
State Psychiatric Hospital. Albert A. Kurland, M.D., 
Jacob Morgenstern, M.D., and Carolyn Sheets. To be 
published. 

6. Attendants and the Care of the Criminally Insane. Albert 
A. Kurland, M.D., Arthur M. Hanson, M.D. and 
George Grothe. To be published. 


PROPER PLACEMENT OF INDIVIDUALS WITH 


DONALD J. ROOP, M.D., M.P.H. anpD RICHARD H. SIEDENBURG, M.D. 


There are many reports concerning the work 
potential of cardiacs and it is generally agreed 
that the majority of cardiacs can be gainfully 
employed (1, 2, 3, 4). Coronary artery disease 
accounts for the largest group of these partially 
disabled employees and as a rule pain is their 
chief limiting symptom. However, little has 
been written about placement of cardiacs in 
specific type jobs and their ability and perform- 
ance in such jobs. It is the purpose of this 


* Presented at the annual meeting of the Esso Standard 
Oil Medical Department, Baton Rouge, La., March 24, 1954. 


paper to present a small series of employees of 
the Delaware-Maryland-District of Columbia 
Sales Division and of the Baltimore Refinery 
of the Esso Standard Oil Company. These 
employees have coronary artery disease and a 
summary of their job experience in a particular 
type of job placement will be made. Proper 
placement of employees with coronary artery 
disease depends on a number of factors such as 
the extent of disease, presence of myocardial 
infarction, age, extent of symptoms and prob- 
ably most important on cardiac reserve. Other 
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factors to be considered are proper diagnosis, 
type of treatment, and attitude of the employee 
toward his disease and degree of cooperation. 

First, the diagnosis must be verified before 
an employee is placed in the classification of 
having coronary artery disease. Recently Gold- 
water, Bronstein and Kresky reported 175 per- 
sons treated as cardiacs and who were severely 
restricted as to activity when no cardiac disease 
was present (5). This is a common occurrence 
in which a great disservice is done to the indi- 
vidual and to his family. 

As progress is made in better understanding 
of the pathogenesis, treatment and prevention 
of coronary artery disease, it is apparent that 
occupational opportunities for these individuals 
should increase. 

In the last several years there has been con- 
troversy over the role of cholesterol and fat 
in the diet on the progress of atherosclerosis 
and the beneficial effects of limitation of these 
substances in the diet both in prevention 
and treatment of coronary atherosclerosis. 
Another controversial issue is the use of anti- 
coagulants particularly for the treatment of 
myocardial infarction, but also for the prevention 
of impending myocardial infarction. Morrison (6) 
concludes that a low fat-cholesterol diet gives a 
better survival rate after myocardial] infarction 
and also found that those patients on a low fat 
cholesterol diet had significant lowering of total 
serum lipids and serum cholesterol. Other in- 
vestigators (7, 8, 9) have found that in normal 
subjects serum cholesterol is highest in the endo- 
morphic body type, next highest in the meso- 
morphic type and lowest in the ectomorphic 
type, with, of course, most coronary artery dis- 
ease occurring in the mesomorphic body type. 
Also serum cholesterol normally rises from the 
3rd to the 6th decade. It was further found that 
serum cholesterol is independent of cholesterol 
intake in normal individuals. Such findings 
might indicate that increased serum cholesterol 
occurs coincidentally with coronary artery dis- 
ease. It is probable that there is a disturbed 


cholesterol metabolism in coronary artery disease 
rather than an increased cholesterol intake and 
that only individuals with such a disturbed 
metabolism need restrict their cholesterol intake. 
The current recommendation (10) is a low fat 
and low cholesterol diet in coronary artery dis- 
ease. Also anticoagulants are generally recom- 
mended if not specifically contraindicated by 
poor nutrition, deficient vitamin K and hypo- 
prothrombinemia due to liver disease, old age or 
vitamin C deficiency. These factors are of im- 
portance as they may affect the prognosis and 
the functional capacity of the individual. 

Another pertinent clinical consideration is 
the type of activity which precedes angina and 
myocardial infarction. According to Schaaf, 
effort or emotion precedes every attack of an- 
gina while effort or emotion precedes only 1.9% 
of myocardial infarctions (11). Although this 
isn’t universally accepted (12) it is well known 
that effort does not usually precipitate myo- 
cardial infarction. Along the same lines as this 
observation, epidemiological studies have been 
made in England (13) on coronary artery dis- 
ease. In transit workers, the drivers have a 
higher incidence of coronary artery disease than 
do the conductors who have a more active job. 
Also postal clerks have a higher incidence of 
coronary artery disease than do letter carriers. 
Several million (14) industrial workers were 
studied as to relation of job to death from my- 
ocardial infarction. Those classified as light 
or sedentary workers had the highest death 
rate from myocardial infarction, those with 
intermediate jobs a lower rate and those with 
heavy labor had the lowest rate. This high rate 
in sedentary workers can not be attributed to 
increased responsibility because it was found 
that the rate was approximately the same for 
clerical workers as it was for executives. 

It has been stated that 50% of men over 45 
years of age have some degree of coronary de- 
generation (10), so it may be well to review 
some of the clinical evidence of myocardial 
ischemia. 
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Angina Pectoris 

Myocardial infarction 

Congestive heart failure 

Atrioventricular block 

Intraventricular block 

Inversion of T Waves 

Arrhythmias—auricular flutter and auricular 

fibrillation 

This list of symptoms and findings as outlined 
by Sprague (10) makes it logical to classify 
persons with coronary artery disease into the 
following three categories: 

I. Coronary artery disease with angina 
pectoris or other symptoms 
II. Coronary artery disease with myocardial 
infarction 

III. Coronary artery disease manifested only 

by EKG evidence and without symptoms 
The extent of symptoms and the resultant classi- 
fication determines the placement of the indi- 
vidual. 

A study has been made of 24 employees who 
have coronary artery disease in the Delaware- 
Maryland-District of Columbia Sales Division 
and the Baltimore Refinery. Of this group 13, 
or 54%, have had proven myocardial infarctions; 
4, or 16%, have had suspected infarctions and the 
remaining 7, or 30%, have coronary artery dis- 
ease with symptoms. Before further comment is 
made on this group of employees it should be ex- 
plained that this group comprises only employees 
in Class I or Class II, that is, they either have 
symptoms or have had myocardial infarctions 
and present a placement problem. Those indi- 
viduals in Class III, or who have only EKG 
evidence of disease, are not included in this 
series as they present no unusual placement 
problems. 

Table I shows the diagnosis by age group of 
employees with coronary artery disease who are 
currently working. Table II shows the type of 
work these individuals are engaged in. The 
work has been classified as light or sedentary, 
as intermediate, which includes some walking, 
climbing or driving, and as heavy, which is labor 
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TABLE I 
Age and Diagnosis of Employees with Coronary Arlery Disease 


Diagnosis 


Age 
uspected 
Myocardial myocardial 


Coronary 
infarction infarction 


insufficiency 


Under 35 
35-50 
51-60 
Over 60 


TABLE II 


Type of Work Employees with Coronary Artery Disease Are al 
Present Engaged in 


Number of 


Type of Work Employees 


Light or sedentary 17 
Intermediate 7 


TABLE III 


Employees in Whom the Occurrence of Coronary Artery Disease 
Necessitated a Change of Assignment 


Change in Assignment Number of Employees 


Heavy to light 1 
Intermediate to light 3 
Heavy to intermediate 1 
Light to limited light 2 


7 or 29% of en- 
tire group 


and certain trades work. No employee in this 
series is assigned to heavy work. Table III 
indicates that less than one-third of these 
employees have needed a change of job assign- 
ment. This also shows that only one individual 
in this group was ever classified as doing heavy 
work. Otherwise, it is very likely that some of 
these people could have continued at heavy 
work. A few employees have not had a change 
in assignment but have been restricted to avoid 
overtime, shift work and restricted to ground 
level jobs. 

This group of employees who are working 
productively at present have an average duration 
of their disease of 5.4 years which, of course, 
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TABLE IV 


Duration of Coronary Artery Disease in This Group 
of Employees 


Age Average Years Duration 


Under 35 
35-50 
51-60 
Over 60 


Entire group has average duration of 5.4 years. 


TABLE V 


Occurrence of Symptoms in Group with Coronary Artery Disease 


Occurrence of Symptoms 


Symptoms absent 
Symptoms occur, but not disabling........... 
Symptoms occur and are partially disabling. . . | 


increases with their present age. From this it 
appears that the prognosis is favorable. Symp- 
toms occur in 19 of these employees but are 
only partially disabling in 4. These symptoms 
are usually transient anginal pain, dyspnea on 
effort, or recurrent arrhythmias. Five of the 
six individuals without symptoms have had 
myocardial infarctions. 


COMMENTS 


No attempt is made to draw statistical con- 
clusions from this limited series of cases, but it 
would appear that employees who develop 
coronary artery disease can continue working 
and in most instances continue at their regular 
assignment. A significant number of persons with 
coronary occlusion have been reported to have 
made full functional recoveries and an even 
greater proportion of individuals with acute 
coronary insufficiency made complete functional 
recovery (15). This limited experience corre- 
lates closely with that of Morris and Heady 
(13) who found that coronary artery disease 
occurs in employees doing light or intermediate 
type work, rather than heavy work. Such a 
group of employees should be kept under close 
medical supervision and their capacity to con- 
tinue their regular work carefully evaluated. 


If a person can continue at a job he has been 
trained for, he may expend less effort than 
being given a lighter but strange type of job. 
It is also psychologically beneficial if an indi- 
vidual does not have to be restricted or changed 
to another job. 

Proper placement of individuals with coro- 
nary artery disease must be based on all avail- 
able knowledge including clinical observation, 
electrocardiographic and other laboratory data 
as well as an evaluation of functional capacity. 
It should be remembered that activity is bene- 
ficial. As more progress is made in the under- 
standing of the pathogenesis and as adequate 
treatment, which may well include surgical 


_ means of increasing coronary blood supply (16), 


is available recommendations as to proper 
placement will of necessity change from time 
to time. 

The question is often raised as to when an 
individual can return to work after a myocardial 
infarction. The present tendency is toward ear- 
lier ambulation and earlier return to activity. 
In the usual patient, depending on age and gen- 
eral condition, one month in bed or in bed and 
a chair, one month of increasing activity, and 
one month of part time work is a recommended 
schedule. This may seem rather fast, but prob- 
ably effective collateral circulation is completed 
after the first few weeks. One is also influenced 
by the EKG becoming stabilized and the sedi- 
mentation rate returning to normal. 

With the emphasis of industrial medical pro- 
grams being preventive in nature, it is well to 
apply present knowledge where practical to 
forestall coronary artery disease. Certainly 
efforts should be made to maintain normal weight 
and the desirability of limiting fat and choles- 
terol should be considered, particularly in those 
cases in which it might be suspected that there 
is a disturbed cholesterol metabolism. Early 
recognition and careful evaluation before cases 
become placement problems are helpful. Con- 
tinuing epidemiological and clinical studies as 
well as laboratory studies are indicated. 
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SUMMARY 


1. The work experience of a small group of 
oil industry workers with coronary artery disease 
has been presented. 

2. Seventy percent of these workers have 
been able to continue in their regular job. 

3. Only one employee was engaged in heavy 
work at the onset of his disease. 

4. A brief review of more recent work on 
coronary artery disease which might affect 
proper placement has also been presented. 

3810 Oak Avenue 
Baltimore 7, Maryland 
(Dr. Roop) 

Baltimore Refinery 


Esso Standard Oil Company - 


Boston and Dean Streets 
Baltimore 24, Maryland 
(Dr. Siedenburg) 


BIBLIOGRAPHY 


1. KrEsky AND GoLpwaTER: Occupational Potentialities of 
Cardiac Patients: American Heart Journal, 27: 623, 
1944. 

2. JezER: Work Capacity of the Cardiac, Medical Clinics of 
North America, May 1953, 667. 

3. StarF: Work Classification Unit, Adult Cardiac Clinic, 
from 3rd New York University Medical Division, 
Bellevue Hospital: An Occupational Analysis of 580 
Cardiac Clinic Patients: Circulation 3: 289, 1951. 


4. Levy: Needless Restrictions Placed on Cardiac Patients: 
Circulation 5: 454, 1952. 

5. GOLDWATER, BRONSTEIN AND Kresky: Study of 175 
“Cardiacs” without Heart Disease: J. A. M. A. 148: 
89, Jan. 13, 1952. 

6. Morrison: Reduction of Mortality Rate in Coronar; 
Atherosclerosis by Low Cholesterol-Low Fat Diet, 
American Heart Journal, 42: 538, 1951. 

7. GERTLER, GARN AND SPRAGUE: Cholesterol, Cholestero! 
Esters and Phospholipids in Health and Coronary 
Artery Disease; Circulation 2: 380, 1950. 

8. GERTLER, GARN AND BLAND: Age, Serum Cholesterol and 
Coronary Artery Disease; Circulation 2: 517, 1950. 

9. GERTLER, GARN AND WHITE: Diet, Serum Cholestero! 
and Coronary Artery Disease; Circulation 2: 696, 1950. 

10. SPRAGUE: Modern Therapy of Coronary Artery Disease; 
Medical Clinics of North America, Sept. 1953. 

11. ScnaaF: Progress in Medicine—Cardiovascular Disease; 
Archives of Internal Medicine, 93: 254, Feb. 1954. 

12. GERTLER, DRISKELL, BLAND, GARN, LERMAN, LEVINE, 
SPRAGUE AND WAHITE: Clinical Aspects of Coronary 
Artery Disease; J.A.M.A. 146: 1291, August 4, 1951. 

13. Morris, HEADY, RAFFLE, ROBERTS AND PARK: Coronary 
Heart Disease and Physical Activity of Work; Lancet, 
Nov. 21, Nov. 28, 1953. 

14. Morrts AND HeEApy: Mortality in Relation to Physical 
Activity of Work; A Preliminary Note on Experience 
in Middle Age. British Journal of Industrial Medicine 
10: 245, Oct. 1953. 

15. ArtHUR M. MASTER AND Harry L. Jarre: Complete 
Functional Recovery After Coronary Occlusion and 
Insufficiency; J.A.M.A. 147: 1721, December 29, 1951. 

16. CLaupE S. Beck, Cleveland; RicHarp S. Hann, San 
Francisco; Davip S. LEIGHNINGER, Cleveland and 
FERDINAND F. McALLIsTER, New York; Operation for 
Coronary Artery Disease; J.A.M.A. 147: 1726, De- 
cember 29, 1951. 


THE ROLE OF TRACHEOTOMY AND BRONCHOS- 
COPY IN BULBOSPINAL POLIOMYELITIS 


JOHN MARTIN REHBERGER, M.D.* 


Tracheotomy and bronchoscopy may be the 
deciding factor in the survival of a patient with 
bulbospinal poliomyelitis. With depression of the 
respiratory centers, constant vigilance must be 
maintained to combat anoxia. The anoxia ini- 
tiated by this depression is aggravated by the 


* Formerly Chief of EENT and Bronchoscopic Service, 
U. S. Army Hospital, Germany. 


accumulation of secretions in the tracheobron- 
chial tree and alveoli, due to the depression or 
loss of the cough reflex, inability to swallow, 
and loss of the tussive action of the trachea and 
bronchi. As a result of this tracheobronchial 
stasis, the patient may develop a ‘drowned 
lung.” The bronchi and bronchioles become ob- 
structed with resultant atelectasis and infection. 
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Too frequently one procrastinates before 
tracheotomy is finally done. In the meantime, 
anoxia increases, and the patient becomes more 
fatigued. A tracheotomy is a benign procedure, 
and may be done at the bedside. It is much more 
tiring to the patient to attempt aspiration of 
the trachea and bronchi through the nose and 
mouth than to aspirate through the tracheotomy. 
With the former, it may be a hit or miss pro- 
cedure, with only occasional entrance into the 
trachea, while the lung fills up with secretions 
inadequately aspirated. After tracheotomy one 
is sure to enter the lung and is better able to 
maintain a dry tree. 

Suction via the tracheostomy may be inade- 
quate either through failure to have a proper 
catheter, failure to introduce it as far as possible 
in the bronchus, or failure to gently manipulate 
it up and down, both main stem bronchi. The 
catheter should be firm, not soft, and should be 
trimmed so that the suction end is beveled, with 
only one fenestrum just above the tip. Suction 
is much better with this type of catheter. The 
catheter should be cleared at intervals, in saline, 
to free mucous plugs that may block the lumen. 
Between aspirations, the catheter should be 
kept in a solution, such as hydrogen peroxide. 
Tracheobronchial lavage with a small quantity 
of normal saline between aspirations helps to 
loosen mucous plugs and flush the bronchi. 

Tracheostomy with suction is not always 
satisfactory and has to be supplemented by 
bronchoscopy via the tracheostomy. Since the 
catheter can only keep the main stem bronchi 
clear and produce a small amount of negative 
pressure at the ostia of the smaller bronchi, one 
may have to use a flexible curved tip metal 
aspirator. Where there is atelectasis, as in an 
upper lobe, a small bronchoscope may be in- 
troduced through the ’ostomy and the mucous 
plug may be removed with the flexible curved 
tip metal aspirator. 

The following case presentation points out the 
value of supplementary bronchoscopy to tra- 
cheostomy and suction. With this technique 


. 


atelectatic upper lobes may be cleared and 
aerated and the lungs maintained in a healthy 
state. 


CASE PRESENTATION 


A 23 year old male was admitted on August 15, 1953 
to a US Army Hospital in Germany with fever, head- 
ache and nuchal rigidity. He had been in good health 
until 6 days prior to admission, when he developed a 
head cold with nasal stuffiness, mild headache and slight 
cough productive of whitish phlegm. Subsequent to a 
game of golf four days prior to admission, he had noticed 
soreness in the lumbar region. One day prior to admis- 
sion, fever with soreness and stiffness of the neck ac- 
companied a severe headache. There were no GI symp- 
toms aside from anorexia and transient nausea. Upon 
reporting on sick call he was immediately transferred 
to the above installation under suspicion of Polio. An 
Officer in his Battalion had likewise been admitted to 
another hospital 10 days previously for suspected Polio. 
The patient had experienced an attack of bronchial 
asthma at 11 years of age and pleurisy in February 1953 
with 14 days hospitalization. These were the sole find- 
ings on system review. 

Initial physical examination revealed an acutely ill 
patient with clear sensorium. Temperature was 101.8°F. 
The conjunctivae were moderately injected and the 
eyeballs slightly tender upon pressure. There was hyper- 
emia of the nasal mucous-membranes with a serous 
discharge. The tonsils and pharynx were hyperemic. 
Marked nuchal rigidity and pain on flexion of the head 
forward or lateralward were present. The lungs were 
clear, and respiratory movements were free and equal. 
The heart had normal sinus rhythm with no thrills, 
murmurs or arrythmias. Blood pressure 130/112, Pulse 
120, Respiration 20. The liver and spleen were not 
palpable. 

On neurological examination the cranial nerves were 
intact. All superficial and deep tendon reflexes were 
present and equal, but hyperactive. Muscle strength 
was well preserved in the upper and lower extremities. 
The Kernig was slightly positive. The Brudzinski was 
3 plus. Bladder function was good. W.B.C. 13,800 with 
74 Neutrophils, 23 Lymphocytes, 2 Monocytes, 1 Eosino- 
phile. R.B.C. 5,000,000 with Hemoglobin 15 Gm%. 
The spinal fluid appeared grossly granular and con- 
tained 188 cells with 64 Polys and 36 Lymphs. Glucose 
68 mgm%; Chlorides 737 mgm%. Smear showed no 
bacteria. Urinalysis was negative. An admission x-ray 
showed the lung fields to be clear. Penicillin 600,000 
units every 8 hours and Sulfadiazine 1 Gm. every 4 
hours with adequate intra-venous fluids were begun. 
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During the next 24 hours, the disease progressed as an 
acute ascending spino-bulbar polio. Loss of the right 
knee jerk and weakness of the right leg were first noted, 
followed by atony of the bladder. Weakness then de- 
veloped in the left leg. The right cremasteric and all 
superficial abdominal reflexes disappeared. The lower 
intercostal muscles lost their function. Difficulty in 
swallowing then ensued and cough reflex was lost. Thirty 
hours after admission, the intercostal muscles were com- 
pletely paralyzed, so that only the diaphragm was func- 
tioning thereby maintaining shallow but regular respira- 
tion. The patient became aware of his respiratory 
difficulty and tired rapidly. A considerable quantity 
of mucous was accumulating in the mouth associated 
with very weak cough reflex. Immediate bedside trache- 
otomy was indicated. 

After preparing the neck and chest with soap, water 
and merthiolate, 2% Procaine was injected along the 
midline of the neck from the thyroid cartilage to the 
supra sternal notch, superficially and deeply. A midline 
incision was made extending from the thyroid cartilage 
inferiorly, the distance of an inch. The strap muscles 
and soft tissues of the neck were dissected bluntly with 
a scissor and retracted with Pillar retractors. The dis- 
section was carried down to the 2nd and 3rd tracheal 
ring. An incision was made through the 2nd tracheal 
ring, the tracheal ring was separated with a Kelly and a 
*5 Tracheotomy tube was inserted. One half-inch 
vaseline ribbon gauze was packed around the tube to 
produce hemostasis and prevent emphysema. Sterile 
gauze was applied over the incision and suction was 
applied to maintain a clean airway. 

Following tracheotomy the patient volunteered that 
he had become much more comfortable. Aspiration 
through the tracheotomy indicated a clear tracheo- 
bronchial tree. It was now possible to keep the lung 
free of mucous accumulation being produced by marked 
salivation, tracheo-bronchial stasis, and inability to 
swallow. Following tracheotomy, the patient was placed 
in a mechanical respirator. 

Temperature continued from 101°F. to 103°F. The 
soft palate on the right became paralyzed; however, 
reflexes and strength in the upper extremities remained 
good. Intravenous fluid administration was based on 
aberrations of the blood chemistry. Especial attention 
was focused upon CO, determinations. Urinary output 
was good, and on the morning of the fourth day the 
lungs were still clear, with only minimal secretions being 
aspirated through the tracheostomy. 

On the sixth day atelectasis of the right upper lobe 
occurred, associated with no movement of the right 


chest. The mediastinum shifted to the right, with cardiac 
pulsations noted on the right side. Aspiration, with a 
tracheo-bronchial lavage of normal saline solution, pro- 
duced a moderate amount of thick whitish secretion. 
However, respiratory movements on the right side di: 
not return. A bedside bronchoscopy was done with :; 
5 x 35 bronchoscope introduced through the tracheos- 
tomy, using normal saline to loosen mucous. Following 
the bronchoscopy, there was a minimal return of excur 
sion of the right diaphragm. 

Bedside x-ray examination of the chest showed eleva 
tion of the right diaphragm with a tracheal shift to the 
right. The right upper lobe was opaque. The right middle 
and lower lobes were clear. Bronchoscopy was repeated 
five hours later, with aspiration of thick whitish material 
Six hours later, another bronchoscopy was performed, 
using a flexible curved tip aspirator. A vaporizer was 
installed. The patient was given oxygen by catheter in 
the tracheostomy opening and appeared comfortable. 
On the seventh day, a bronchoscopy was performed 
and aspiration of the right upper lobe resulted in clear- 
ing of the right upper lobe bronchus. 

Following each bronchoscopy, a clean tracheotomy 
tube (#5) was reintroduced. There was a minimal 
amount of secretion aspirated from both main stem 
bronchi. Examination of the patient, with the mechan- 
ical respirator at rest, failed to show any intercostal 
or abdominal movement and only a faint suggestion of 
diaphragmatic motion. Periodic aspirations of the lung 
were done with a rubber catheter introduced throughout 
the tracheostomy, to prevent atelectasis. 

On the ninth day respirations were good and equal 
bilaterally. The pulse rate was 120 to 130. Bronchoscopic 
aspirations of the right main stem bronchus produced a 
minimal amount of whitish mucous. On the tenth day, 
oral feedings were begun through a Levine tube. Exam- 
ination of the pharynx and larynx showed a diffuse 
hyperemia of the mucous-membranes with normal 
motion of the vocal cords. On the eleventh day the 
neurological findings were unchanged. On bronchoscopy 
there was a minimal amount of secretion aspirated. 
The mucous membrane of the tracheo-bronchial tree 
remained diffusely hyperemic, probably due to the 
mechanical forcing of dry air into the lung. On the 
thirteenth day a bedside x-ray of the chest showed the 
lung fields to be clear, and he appeared to be stabilized. 
On the eleventh day he remained out of the mechanical 
respirator for 2 minutes, on the twelfth day for 3 min- 
utes and on the thirteenth day for 414 minutes. There 
was improvement in motion of the diaphragm and some 
intercostal movement on the left side. The patient began 
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receiving physical-therapy with passive muscle massage. 
On the eighteenth day he was able to breath for 7 min- 
utes 45 seconds outside the mechanical respirator. The 
gag reflex became more active and there appeared daily 
improvement in muscle tone. A bronchoscopy was done 
on the twentieth day because of the presence of coarse 
palpatory rhonchi in the right upper chest. Thick mucoid 
material was aspirated. On the twenty-first day a repeat 
bronchoscopy was done with clearing of the chest. 
Massage and passive exercises were continued daily 
and the patient remained out of the respirator three 
times daily. Since the hospital was not equipped for 
long-term therapy and the patient had stabilized, he 
was evacuated to the United States for rehabilitation. 


SUMMARY AND CONCLUSIONS 


In bulbospinal poliomyelitis, the tracheo 
bronchial tree must be kept free of secretions to 
reduce anoxia and to prevent atelectasis and 
secondary infection. Tracheotomy and aspira- 
tion are usually adequate to keep the tree dry. 
Supplementary bronchoscopic aspiration through 
the ’ostomy may have to be done when atelectasis 
develops in spite of tracheotomy and suction. 
Both procedures should be initiated promptly 
when indicated. 

Phoenix, Maryland 


| EISENHOWER PROMISES TO PRESS FOR REINSURANCE PLAN 
| NEXT CONGRESS 


The AMA Washington Letter, No. 86 


President Eisenhower, speaking in a nation-wide radio-television program three days after 
the 83rd Congress adjourned, promised anew to press for his reinsurance plan in the next Con- 
gress. The following day, in vetoing a federal workers pay raise bill, the President also stressed 
the need for increased medical care for military dependents. Meanwhile, various agencies are 
working on legislative proposals to broaden fringe benefits, such as health insurance, for federal 
employees both in the United States and abroad. The 84th Congress convenes on January 5. 


The President’s comments on: 


serious consideration.” 


Reinsurance: ‘We are at the midmark . .. We are going to get lots of things that have not 
yet been done... Health reinsurance we are going to put before the Congress again be- 
cause we must have a means open to every American family so that they can insure them- 
selves cheaply against the possibility of catastrophe in the medical line.” 

Dependent medical care: ‘‘These patriotic men and women, whose morale, skill, and dedica- 
tion to service are so important to us all, now lack adequate medical care for dependents and 
reasonable survivorship benefits for their families. It is most important that these needs of 
armed forces personnel, serving their country often in remote corners of the world, engage our 
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ARTICLES OF INTEREST 


MARRIAGE COUNSELING SERVICE, INC., NOW 
AVAILABLE IN BALTIMORE* 


In 1946, the Baltimore Council of Social Agencies, acting in response to community 
recognition of an unmet need, made a study of existing agencies handling marriage prob- 
lems and reported a need for additional services. Previous to this study there had been 
attempts by some groups to fill this need for counseling services, but none of these suc- 
ceeded in establishing a stable organization. During this period, however, an increasing 
number of professional people, doctors, lawyers, clergymen, and others—those to whom 
people turn with their troubles—had become aware of the need. Laymen also have re- 
alized, through numerous articles appearing in the press and in popular magazines, that 
marriage counseling is desirable and useful. 

Some marriage counseling services have been offered by the family welfare agencies, 
but these have been limited chiefly by virtue of the fact that such counseling is a secondary 
function of these agencies. It was this fact which led the Council of Social Agencies to 
recommend the establishment of a new agency with marriage counseling as its primary 
objective. 

Marriage Counseling Service, Inc. was formed by a group of interested citizens to meet 
this recommendation and the obvious needs of the community in so far as it is possible 
to do this within the limits of its financial resources. The agency is financed in large part 
by contributions and to a small extent by moderate fees scaled to income. Its purpose is 
to help men and women achieve a greater understanding of marriage and to enrich the 
satisfactions they derive from the relationship. 

The counselor is trained particularly in sociology and welfare work. At present this train- 
ing is an integral part of the University of Pennsylvania, and internes are assigned for a 
definite time to this agency. The staff is professionally trained in marriage counseling and 
works under the supervision of medical and legal advisory committees. Pre-marital as well 
as post-marital counseling is available. The medical advisory committee sets the policies 
for relationships with referring physicians and a similar advisory committee reviews 
policies for collaborating with lawyers. Both committees are dedicated to maintaining the 
highest ethical relationships with the two professions concerned. 

The agency especially welcomes referrals from physicians and will work in close coopera- 
tion with them whenever indicated. It prefers to have clients make their own appointments 
in advance—by telephone or letter—since this step is in fact the beginning of the counsel- 
ing process. 

If additional information is desired, write to the Marriage Counseling Service, Inc., 
Room 408, Latrobe Building, 2 East Read Street, Baltimore 2, Maryland. 


* Authors: Dr. Paul V. Lemkau, Chairman, Medical Advisory Committee; Dr. Jacob Finesinger; 
Dr. Ralph G. Hills; Dr. James McCosh, Jr. 
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Component Medical Societies 


ALLEGANY-GARRETT COUNTY 
MEDICAL SOCIETY 


LESLIE E. DAUGHERTY, M.D. 


Journal Representative 


Dr. Benedict Skitarelic, of Cumberland, was guest 
speaker at a banquet honoring the 1954 Graduating 
Class of nurses of the Sacred Heart Hospital; which 
was held at the Ali Ghan Shrine Country Club on 
August 26. 


BALTIMORE CITY MEDICAL 
SOCIETY 


CONRAD ACTON, M.D. 
Journal Representative 


The Baltimore City Medical Society, Executive 
Committee, and Executive Board are back from 
various vacations. The first official news comes from 
Executive meetings 18 September. 

The Executive Committee took up membership 
problems, and, in relation to active and associate 
membership status, arrived at a working definition: 
The term “professionally active” is to mean any 
physician “practicing the profession of medicine” 
without other qualifying distinction as to practice. 
In considering applications for transfer and/or 
change in status that come up frequently, this basic 
definition will be a useful yardstick. 

The Executive Board at the May session had 
voted to oppose State control of hospital laboratories 
through licensing of technicians. This is in line with 
the position of the College of American Pathologists 
(A.F.Cl. Path. 24:204. Feb. ’54) and the recom- 
mendation of the Section on Pathology of the City 
Society. 

In May, also, a billing system for the collection of 
professional fees similar to that of the Baltimore 
County Medical Association was presented by 
Messrs. Wells, Bailey, and Stoddart. The Board 
approved the system. 

The Executive Board also approved a term Insur- 
ance plan. This is term insurance at a nominal cost 
to members—the premiums to be collected by the 
City Society. At the recent September meeting, cer- 
tain “fine print” limitations to this insurance were 


discussed. To be circularized to the Society are its 
non-convertibility during active membership, void- 
ing during military service, and variability of rate 
according to underwriter experience as the plan 
progresses. 

Blood bank problems were aired in the September 
meeting. This was brought up because of the diffi- 
culties the Veteran’s Hospitals have in obtaining 
blood from friends and relatives of patients. The 
Red Cross National Blood Program presents ad- 
ministrative hurdles so that at present only seven 
counties in this State participate. Messrs. Ogden and 
Bain, Red Cross representative, stated that 2000 
pints of blood had to be brought into Maryland 
during the past year. Dr. Milton Sacks, representing 
the Medical and Chirurgical Faculty’s Blood Bank 
Advisory Committee, reviewed objections to the Red 
Cross Blood collecting policies of the past six years. 
One chief objection is the dependence of hospitals 
on the Red Cross once a hospital has closed its own 
Bank. The recommendations of the Blood Bank Ad- 
visory Committee were accepted and the Red Cross 
plan declined by the Executive Board. 


BALTIMORE COUNTY MEDICAL 
ASSOCIATION 


WILLIAM A. PILLSBURY, M.D. 
Journal Representative 


Dr. Samuel P. Scalia recently entered the United 
States Navy. Dr. Scalia practiced general medicine 
in Pikesville and was the Journal Representative 
and handled public relations for the Association. 

Dr. Maxwell Sugerman, Reisterstown, died during 
the latter part of August. 


CARROLL COUNTY MEDICAL 
SOCIETY 
WILLIAM L. STEWART, M.D. 
Journal Representative 

A meeting of the Carroll County Medical Society 
was held at the Hoffman Inn, Westminster, on Sep- 
tember 15, 1954. Twenty member and two guests 
were present. 

Mr. Burton Parks, executive director of the 


623 


— _ 
: 


624 


Arthritis and Rheumatism Foundation, explained 
the purposes and functions of his organization and 
showed how the Foundation is endeavoring to be of 
aid to the physicians in our county as a consulting 
service. 

Dr. Gross from Sykesville delivered a brief eulogy 
in memory of Dr. Virginia Beyer who was for many 
years associated with the Springfield State Hospital. 
Dr. Culwell as President expressed the heartfelt sor- 
row of the entire Society on losing such a beloved 
member. 

Our guest speaker was Dr. John Miller from Bal- 
timore. He gave us a very interesting talk on the 
surgical diseases of the chest and the importance of 
their early recognition, diagnosis, and treatment. 
His talk was well illustrated by a series of slides. 


HARFORD COUNTY MEDICAL 
SOCIETY 


FREDERICK J. HATEM, M.D. 


Journal Representative 


The annual Crab Feast of the Society was held at 
Gabler’s Shore on Bush River on Saturday, August 
21, 1954. No business was transacted. 

Those present were: Dr. Robert Barthel, Dr. 
Charles J. Foley, Dr. and Mrs. Brown McDonald, 
Dr. Peter P. Rodman, Dr. Alexander Sandecki, Dr. 
and Mrs. William Brendle, Dr. and Mrs. Ross Pier- 
pont, Dr. and Mrs. Ralph Horky, Dr. and Mrs. 
Philip Heuman, Dr. James McC. Finney, and Dr. 
Frederick J. Hatem. 


Component Medical Societies 


WICOMICO COUNTY MEDICAL 
SOCIETY 


STEDMAN W. SMITH, M.D. 
Journal Representative 


Wicomico County Medical Society was shockec 
by the death of two of its older members within a 
few hours of each other—Dr. Hunter R. Mann, 65. 
died September 7th, and Dr. Lee Albert Rademaker, 
51, September 8th. 

Dr. Mann had just returned to active practice 
after a heart attack. He had been in practice here 
for 34 years, after service in the Armed Forces 
Medical Corps during World War I. He was born 
in Danville, Virginia, graduated from the University 
of Virginia, and he interned at St. Lukes Hospital 
in Bethlehem, Pennsylvania. 

Dr. Rademaker was born in Tacoma, Washington 
and graduated from the University of Pennsylvania 
in 1928. He started his practice in Salisbury in 1932 
after completing a fellowship in surgery at the Uni- 
versity of Pennsylvania Hospital, Philadelphia, 
Pennsylvania. Dr. Rademaker was a member of 
A.M.A., Wicomico County Medical Society, Mary- 
land Medical and Chirurgical Faculty, M.F.A.C.S., 
F.I.C.S. and F.A.P.H.S. 

Dr. Rademaker died in Chicago where he had 
gone to attend a meeting of the International College 
of Surgeons, at which he was to be named a Regent 
of the College. 


AMA REPLIES TO AMERICAN LEGION ON VETERAN 
MEDICAL CARE 


The AMA Washington Letter, No. 87 


The American Medical Association, replying to American Legion criticism of the Asso- 
ciation’s stand on non-service-connected care, reaffirms its support of federal responsibility 
for veterans with service-connected disabilities, but again calls for a halt to non-service care. 
The Legion opened an attack at its national convention in Washington. At a pre-convention 
session, Robert M. McCurday, chairman of the Legion’s National Rehabilitation Commission, 
declared that the time had come “to kick them (the AMA) in the teeth.” Two days later 
National Commander Arthur J. Connell, in his annual report to the members, declared that 
in the field of rehabilitation the Legion had wrested the initiative from ‘‘those who would 
destroy the present structure of medical and hospital care... We did this not by calling 
names and hurling threats but by giving the American people the facts.” 
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Library 


“Books shall be thy companions; bookcases and shelves, thy pleasure-nooks and gardens.” ibn Tibbon 


HERNIAE 
LOUIS KRAUSE, M.D.* 


The story of herniae undoubtedly goes back to 
earliest man. Folklore of most primitive peoples indi- 
cates ritualism and procedures for the cure of her- 
niae. The old European superstition of passing a 
child with a hernia through a forked trunk ash tree 
gives evidence of the antiquity of herniae. The mum- 
nies of ancient Egypt suggest certainly the frequent 
presence of herniae. Ever so often a large scrotum is 
found that bears silent witness to herniae of large 
size in life. How early surgery was suggested escapes 
us; nevertheless, efforts were made in the pre-Chris- 
tian era for its cure. The literary remains from the 
immediate post-Christian era by Paul of Aeginae—ca 
650 A.D. describe in detail the surgical procedure of 
the then accepted herniotomy. At that time it was 
customary to remove the testes at the time of opera- 
tion. Even before this time the doctors differentiated 
clinically the hernia from hydrocele and epiplocele, 
etc. It was also known that obstruction or strangula- 
tion of hernia could occur. No improvement in the 
operative procedures were made until many centuries 
later. The modern era, of course, begins in the latter 
portion of the last century and up to the present 
time. The story of herniae, its recognition and treat- 
ment, can be traced in the following list of books: 


HERNIA 


Guy de Chauliac. Le maistre en chirurgie ou l’abrege 
complet de la chirurgie de Guy de Chauliac. Paris, 
Hourt, 1744. 

Meckel, J. F. Tractatus de morbo hernioso congenito 
singulari & complicato feliciter curato. Berolini, 
Nicolai, 1772. 

Pott, P. A treatise on ruptures. Jn The chirurgical works 
of Percival Pott. London, Hawes, 1775. 

Geoghegan, E. Commentary on the treatment of rup- 
tures, particularly in a state of strangulation. 
London, Highley, 1810. 

Lawrence, W. A treatise on ruptures, containing an 
anatomical description of each species. 1st. Am. 


* Chairman, Library Committee. 


from the London corrected ed. Philadelphia, Parker, 
1811. 

Scarpa, A. Traité pratique des hernies, ou mémoires 
anatomiques et chirurgicaux sur ces maladies... 
traduits de l’Italien par M. Cayol. On y a joint 
une note de M. Laennec...sur une nouvelle 
espéce de hernie; et un mémoire sur une terminaison 
particuliére de la gangrene dans les hernies, par le 
traducteur. Paris, Gabon, 1812. 

Anderson, W. System of surgical anatomy. On the struc- 
ture of the groin, pelvis and perineum, as connected 
with inguinal and femoral hernia. N. Y., Seaman, 
1822. 

Cooper, A. P. The anatomy and surgical treatment of 
abdominal hernia. 2d. ed. by C. Aston Key. London, 
Longman, 1827. 

Stephens, H. Treatise on obstructed and inflamed hernia. 
London, Cox, 1829. 

Key, C. A. A memoir on the advantages and practicabil- 
ity of dividing the stricture in strangulated hernia 
on the outside of the sac. London, Longman, 1833. 

Parrish, J. Practical observations on strangulated hernia, 
and some of the diseases of the urinary organs. 
Philadelphia, Key & Biddle, 1836. 

Teale, T. P. A practical treatise on abdominal hernia. 
London, Longman, 1846. 

James, J. H. Practical observations on the operation for 
strangulated hernia. London, Churchill, 1859. 
Warren, J. H. Hernia, strangulated and reducible. With 
cure by subcutaneous injections, together with 
suggested methods for kelotomy. Boston, Thomas, 

1881. 

Halsted, W. S. The radical cure of inguinal hernia in 
the male. Jn Surgical papers, vol. 1. Baltimore, 
Johns Hopkins Press, 1924. 

Bloodgood, J. C. Operations on 459 cases of hernia in 
the Johns Hopkins Hospital from June, 1889 to 
January, 1899. Baltimore, Johns Hopkins Press. 
(Reprinted from the Johns Hopkins Hospital re- 
ports, vol. 7.) 

Marcy, H. O. The anatomy and surgical treatment of 
hernia. N. Y., Appleton, 1892. 

Moynihan, B. G. A. On retro-peritoneal hernia. London, 
Bailliére, 1899. 

Eccles, W. M. Hernia, its etiology, symptoms & treat- 
ment. N. Y., Wood, 1900. 
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Cowell, E. M. Hernia and hernioplasty. N. Y., Hoeber, 
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Rice, C. O. Injection treatment of hernia. Philadelphia, 
Davis, 1937. 
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Philadelphia, Saunders, 1940. 
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Mair, G. B. The surgery of abdominal hernia. Baltimore, 
Williams & Wilkins, 1948. 

Watson, L. F. Hernia. 3rd ed. St. Louis, Mosby, 1948. 

Zimmerman, L. M. Anatomy and surgery of hernia. 
Baltimore, Williams & Wilkins, 1953. 


LIBRARY CHATTER 
MARY EMILY BERGE 


Dr. Samuel Livingston recently presented the 
library with a copy of his new book, ‘The Diagnosis 
and Treatment of Convulsive Disorders in Chil- 
dren.” Dr. Livingston is a member of the Baltimore 
City Medical Society and is physician-in-charge of 
the Johns Hopkins Hospital Epilepsy Clinic. His 
book, published by Thomas, is written from the view- 
point of the pediatrician, and includes a chapter on 
the social management of epilepsy by Dr. Francis F. 
Schwentker and one on the surgical treatment by 
Dr. A. Earl Walker. 

Weare also very grateful to the Heart Association 
of Maryland for a copy of the ‘‘Proceedings of the 
Annual Meeting of the Council for High Blood Pres- 
sure Research of the American Heart Association.” 
The meeting was held in Cleveland, Ohio, on May 
15th and 16th, 1953. 

Another conference report which should be of 
interest to internists and general practitioners is 
“Growing in the Older Years” published by the 
University of Michigan press. This is an outcome of 
the Third Annual Conference on Aging, held at the 
University in 1950, and emphasizes mental health, 
physical health, and education for an aging popu- 
lation. 

“The Unique Influence of The Johns Hopkins 


Library 


University on American Medicine”’ is the title of a 
brief essay by Richard H. Shryock, director of the 
Institute of Medicine at Hopkins, now available in 
the Faculty Library. 

“Clinical Endocrinology” by K. E. Paschis, A. E. 
Rakoff, and Abraham Cantarow, published by 
Hoeber this year, is an extremely useful book on the 
subject and should be very helpful to the family 
physician as well as the specialist. For those who do 
not need such comprehensive treatment, ‘“‘Hormones 
in Health and Disease,” edited by Robert L. Craig 
and published by Macmillan, should fill the bill. 

For students of medical history and bibliophiles, 
John F. Fulton’s new book, ‘Michael Servetus, Hu- 
manist and Martyr,” will be of particular interest. 
This includes a bibliography of his works and census 
of known copies by Madeline E. Stanton, librarian of 
historical collections in the Yale Medical Library. 

The new biography of Virchow by E. H. Acker- 
knecht, “Rudolph Virchow: Doctor, Statesman, 
Anthropologist,”’ presents the many-faceted person- 
ality of this amazing man. 

Dr. Stephen Rothman’s book, “Physiology and 
Biochemistry of the Skin,” is another recent addition 
to the library. ‘“‘Both as a definitive reference work 
and as a stimulant to further research, it is unique.” 

A number of old friends in the field of medical 
literature have recently appeared with new faces. 
After almost twenty years a second edition of ‘‘Legal 
Medicine, Pathology and Toxicology,” by Gonzales 
and others, has come out. Longa standard work, this 
new edition by the former chief medical examiner of 
the City of New York and his colleagues will soon 
be practically indispensable. The Ormsby and Mont- 
gomery textbook on ‘Diseases of the Skin” is now 
available in a 1954 edition, the eighth, as is Lever’s 
“Histopathology of the Skin,” the second edition. 
There is a second edition also of the ‘“‘Diet Manual 
of the Mayo Clinic” and one of ‘The Pathology of 
Trauma,” by A. R. Moritz. ‘Diseases of the Digestive 
System,” edited by S.A. Portis has come out in a 
third edition. Dr. Moses Paulson, a member of the 
Baltimore City Medical Society is one of the con- 
tributors to this volume. Any of these titles may be 
borrowed from the library. 
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Health Departments 


Baltimore’s Health District Boundaries—1954 
BALTIMORE CITY HEALTH 
DEPARTMENT 
Health District Boundary Changes 
On September 1, 1954, new boundaries became 


effective for the Eastern and Northwestern Health 
Districts, chiefly as a result of the enlargement of the 


Eastern Health District and the near completion of 
the newly constructed building for that district at 
620 North Caroline Street. Comparing the accom- 
panying map with prior health district maps, it will 
be seen that the Northern (north central) Health 
District has been disestablished. Half of it has gone 
to the Eastern Health District and half to the 
Northwestern Health District. It is planned, when a 
new Western Health District building becomes 
available, to make the Northwestern Health District 
a part of the Western Health District. 

The 1953 population figures and the census tracts 
for the Eastern Health District and the Northwest- 
ern Health District as shown on the current map, are 
as follows: 

Eastern Health District. Population: 333,100. 

Census Tracts: Census Tracts 1 and 2 of Ward 5; 
all of Wards 6, 7, 8, 9, 10 and 12; Census Tract 1 of 
Ward 11, Census Tracts 1, 2 and 3 of Ward 26; and 
Census Tracts 1-12, inclusive, of Ward 27. 

Northwestern Health District. Population: 190,640. 

Census Tracts: Census Tract 4 of Ward 11; Census 
Tracts 1, 2, 4, 5, 6, 7, 8, of Ward 13; Census Tract 1 
of Ward 14; Census Tracts 5-13, inclusive, of Ward 
15; Census Tract 7 of Ward 16; Census Tracts 13-20, 
inclusive, of Ward 27 and Census Tracts 1, 2 and 3 
of Ward 28. 


Commissioner of Health 


THE NATIONAL FOUNDATION FOR INFANTILE PARALYSIS 


The National Foundation for Infantile Paralysis announces the availability of a limited 
number of clinical fellowships in the fields of physical medicine and rehabilitation. These are 
offered to physicians who wish to become eligible for certification by the American Board of 


Physical Medicine and Rehabilitation. 


For further information and application blanks address: The National Foundation for In- 
fantile Paralysis, Division of Professional Education, 120 Broadway, New York 5, New York. 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, October 1-28, 1954 


DEATHS 


| | | 
Total, 4 weeks 
Local areas | | | 
Baltimore County....| 10) — | — | 1 8} 144 5} — 
Anne Arundel........ 1 9 — 11 | 6s 4 2 
Howard. ............ 4 — 
1 1) — 1} —| 4—| — 
Montgomery......... —|—|-—| 4 9 6 8} — a—|—i—| 7| — | 2 
Somerset............. —|-—|—-— | —|— |= 4| — a— 
Total Counties....... 23) 2 1) 12 21| 2 28) 41 14 2 14 0 1 22 58)° 2 68 22 
Baltimore City........ | 10, 2 74 0 13 2 0 41 105 9 619 19 
State | | | | | | 
Oct. 1-28, 1954....... 33} 2) 2, 14 28) 3) 46 47} 21) 2| 27 2, 1) 63) 163) 11) 717 41 
Same period 1953..... 48} 1} 13° 33] 61) 6, 78 54 21) 1) 34 5) 1} 40) 152; 20; 623; 31 
5-year median........ 34, 2) —| 31} 2 40, 104 2} 38] 3] 139) 37) 662 31 
Cumulative totals | 
Year 1954 to date... .|3023 15, 298 719 11392) 30.2758) 133, 83 211328, 17) 6 761,1830| 1437463 426 | 
Same period 1953..... 2744) 11/1439, 429) 1550 66 2322 275| 201 242222 29 10 336 1957 1316779 605 
5-year median........ 3077| 24) 949; — | 4223 461571, 337 | 55, 923 27 34 514 2303, 356 6347 479 
b = botulism. 
c = congenital syphilis under 1 year. : 
e = encephalitis, infectious. 
t = tetanus. | 
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ie Blue Cross - Blue Shield © 


BLUE CROSS IS REASONABLE 
R. H. DABNEY* 


When we say that ninety cents out of every sub- 
scription dollar goes to provide hospital care benefits, 
we simply testify that the Blue Cross dollar is hard 
at work. That’s a tremendous return on any insur- 
ance dollar. And when we multiply it out, we find 
that total benefits paid were $11.3 millionin the year 
1953, and already $8.5 million in the first eight 
months of 1954. 

There is no question that Blue Cross membership, 
dollarwise, is reasonable. But the financial reports 
and statistical summaries, important as they are, do 
not tell the whole story. They do not completely jus- 
tify the widespread acceptance Blue Cross has today, 
or why this non-profit, community program has 
endured so long and so well. The answer, at least in 
part, lies in the reasonable approach to subscribers 
in terms of services—no less important really than 
the actual hospital benefits provided. 

Though necessarily guided by basic insurance 
principles, Blue Cross does many things which are 
not considered sound insurance practice, but which 
nevertheless are good for the community and which 
reflect a reasonable approach to the community 
health problem. These things, aside from dollars 
charged and the dollars paid out, set Blue Cross 
apart. 

For example, membership is basically voluntary 
without the requirement of management participa- 
tion in cost which is characteristic of most commer- 
cial health insurance. Although many companies do 
now share in the Blue Cross subscription cost for 
their employees, our membership is still largely on a 
voluntary basis, available to any employed group 
that meets our enrollment requirements. And these 
requirements themselves reflect the community 
nature of Blue Cross—groups as small as five per- 
sons may enroll and only a 50% participation is 
needed for the larger groups. And members in any 
group, large and small, pay the same subscription 
rates for the same benefits. 

We like to call our subscription rates community 
rates, as opposed to the experience rates used by 
commercial insurers. And therein lies a long-debated 
issue, too complex to discuss here. But therein also 


* Director, Maryland Hospital Service, Inc., Marvland 
Medical Service, Inc. 


lies a fundamental principle of Blue Cross—charging 
a single rate to all persons in the community so that 
the risk is spread over the whole community. Obvi- 
ously, some groups use more hospital care than others 
—type of occupation, average age, and sex distribu- 
tion all make a tremendous difference, and are re- 
flected in insurance rates to individual groups. They 
are all averaged out in the Blue Cross community 
rate. 

Another factor, tied to dollars, is the Blue Cross 
policy of no commissions, no agent fees, no bonuses. 
All employees, from the office boy to the director— 
and including the sales force—are paid a salary. 
Health insurance today is competitive, and in a com- 
petitive field, vigorous selling is essential. Accepted 
business practice would seem to call for some finan- 
cial incentive for the sales force at least, that is, 
commissions, fees or bonuses. Yet Blue Cross now 
has some 870,000 subscribers in Maryland who have 
memberships in groups which salaried representa- 
tives have secured without such dollar incentives. 
Blue Cross has always stuck to its basic principles 
and will continue to, resulting in tremendous savings 
to the community. Overall administrative costs, in- 
cluding sales, billing and claims-handling, now re- 
quire only six cents out of each subscription dollar, a 
figure seldom if ever matched anywhere in the entire 
insurance field. 

Too often, an employee loses his health protection 
when he needs it most—when he leaves his job be- 
cause of layoff, change of job, or retirement. This 
means that his family loses, too—if the insurer had 
provided coverage for his dependents in the first 
place. Under Blue Cross, the employee’s protection 
—for himself and his family—is his to keep when he 
leaves his place of employment. And he may keep it 
as long as he likes, take it with him wherever he goes 
—to Podunk on a new job, or to Florida to retire. 

These are just a few examples of the reasonable 
approach taken by Blue Cross which benefit all sub- 
scribers in so many ways and set Blue Cross apart. 
There are many more, some equally important to 
these mentioned. They all combine in a unique way 
to put Blue Cross as close to every human situation 
as an organization and a contract can be. Blue Cross 
is not perfect—much remains to be done in the way 
of both services and benefits, in meeting the changing 
social and economic pattern of community health 
care—but Blue Cross has laid a good foundation on 
which to build. 
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MARYLAN 
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Woman’s Auxiliary 
Medical and Chirurgical Faculty 


MRS. JOHN G. BALL, Auxiliary Editor 


MARYLAND 


SEMIANNUAL MEETING 
PRESIDENTIAL ADDRESS* 


MRS. ALBERT E. GOLDSTEIN 


In August I had the pleasure of being an invited 
guest at the Thirtieth Annual Convention of the 
Woman’s Auxiliary to the West Virginia State Medi- 
cal Association at White Sulphur Springs. 

The meeting opened Thursday at 8 a.m. with the 
President’s breakfast and continued through Satur- 
day noon with an Executive Board Meeting. 

Mrs. George Turner, our National President, was 
the honored guest and to work with her on a State 
level was very enjoyable and educational. 

“Getting to Know the Members” was the slogan 
throughout the meeting. 

I wondered if we were making an effort to know 
our Auxiliary members. 

We are a young organization and still timid. Some- 
times we do not realize it but we seem afraid to get 
acquainted. 

This year let us create friendly relations within 
our group and our Auxiliary purpose will not be de- 
feated. 

The Doctors’ wives are the Auxiliary, and every 
member should feel the responsibility to create a 
friendly relationship throughout the organization. 

Washington County has 100 per cent membership 
record. A record of which to be proud. That has been 
made possible through good public relations within 
the Auxiliary. 

Many Auxiliaries in West Virginia’s twenty-four 
organized counties, have limited members due to the 
number of physicians. Some counties are limited to 
fifteen doctors. 

The results in these small groups have been excel- 
lent and the comparison was made to a small work- 
shop, “‘a place to get together, pool our ignorance, 
then talk about it, and in this way become educated.” 


* Hagerstown, September 30, 1954. 
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An auxiliary consisting of from thirty to eighty 
members is large enough to get the job done and 
small enough to know each other. 

In a large organization it is so easy to pay dues, feel 
relieved of obligation, hide, and do nothing. ‘‘The 
longer we work with others the more we realize the 
people we never liked were the people we never 
knew.” 

At the National Convention in San Francisco, the 
Maryland Auxiliary was awarded a certificate of 
achievement for outstanding effort in behalf of the 
American Medical Education Foundation. The Balti- 
more Auxiliary made it possible for us to go beyond 
our quota in this.worthy project. 

Our National President emphasized A.M.E.F. It 
is just as essential that we succeed in this project as 
Nurse Recruitment, otherwise we would be putting 
the cart before the horse. 

It will interest us to know that West Virginia 
gives all money left over from allocated funds to 
A.M.E.F. It would not be practical to expect every 
organized County in Maryland to promote the same 
projects. The need in your community guides you 
in making that decision. 

There is need for Public Relations, Legislation and 
Program chairmen in all groups. 

Today’s Health, A.M.E.F. and the Bulletin are 
the only projects where it is necessary to sell our- 
selves for the cause and they are worth while. To- 
day’s Health is the only authentic health magazine 
published for lay people and the only contact be- 
tween A.M.A. and the public. 

A good chairman on a drive is a “person with con- 
viction calling upon a person with money” so talk 
these projects up to yourself first, then go out and 
sell them. 

I wish you a happy and successful year, and your 
President will try to be of service in some small way. 

Please help me to know you better. When I know 
every member by her first name I will feel satisfied. 
Not until then. 
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A NEW PROJECT FOR THE 
AUXILIARY 


When Mrs. Leo Schaefer made her final report to 
the Auxiliary at San Francisco, she said upon her 
retirement from Auxiliary office she would turn her 
attention to Highway Safety and “‘will work to save 
healthy life as well as diseased life.” This declaration 
and the challenge that the Auxiliary take “Highway 
Safety” as a new project was undoubtedly the out- 
growth of Mrs. Schaefer’s attendance, together with 
250 women representing state and national organiza- 
tions, at the White House Conference on Highway 
Safety held February 18, 1954. 

All citizens have a responsibility in dealing with 
the problems of traffic safety. Women have a special 
responsibility and opportunity working with their 
families in the home to create correct attitudes about 
traffic safety. Local community-wide citizen safety 
groups must be organized. They may consist of co- 
ordinating councils of representatives. of existing 
organizations. The local community citizen group for 
traffic safety should be flexible and adapted to the 
needs of its respective community. An effort to use 
all available existing community resources should 
be made through its leadership. Interested individ- 
uals or influential groups are most successful in 
activating local traffic safety groups. 

Participation of women in the initiation of a local 
traffic safety program might take one of three forms; 
(a) to cooperate with already existing traffic safety 
groups in accelerating the program; (b) to enlist 
leadership from individuals or organizations in es- 


tablishing groups; (c) to initiate action and secure 
community support in establishing new traffic safety 
groups. 

In order to develop a feeling of public conscious- 
ness about highway safety, national organizations 
could give endorsements, publicity and encourage 
state and local groups to take part in traffic safety 
programs, as the National Auxiliary has already 
done. The cooperation of public officials and media 
could be enlisted in giving publicity to public infor- 
mation programs. 

The contribution women’s groups could make on 
a local level are: voluntary leadership, enthusiasm 
and willingness to work cooperatively, realistic ap- 
praisal of existing local traffic laws to determine their 
adequacy, and to effectively enforce traffic safety 
laws. 

In order to utilize and support the efforts of pro- 
fessional highway safety people, local groups can 
secure existing inventories to determine local traffic 
safety needs, secure help in planning a remedial pro- 
gram and in informing and educating local organi- 
zations. 

In the last analysis any successful traffic safety 
program must be geared to the idea that safety is the 
responsibility of the individual. The three E’s, En- 
gineering, Enforcement, Education, cannot be relied 
on alone. In addition we need the three A’s of indi- 
vidual responsibilities; Awareness of what I need to 
do, Acceptance of what I ought to do and Action for 
what I will do. (Partial condensation from the Report 
of the Women’s Group of the White House Confer- 
ence on Highway Safety.) 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY 
Office of the Secretary—Robert L. Faulkner, M.D. 


2105 Adelbert Road 
Cleveland 6, Ohio 


The next scheduled examination (Part I), written examination and review of case his- 
tories, for all candidates will be held in various cities of the United States, Canada, and mili- 
tary centers outside of continental United States, on Friday, February 4, 1955. 

Case Abstracts numbering 20 are to be sent by the candidate to the Secretary as soon as 
possible after receiving notification of eligibility to the Part I written examination. 

Candidates are reminded at this time that lists of hospital admissions must accompany new 


applications and requests for reopening. 
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Ancillary News 


THE AMERICAN NURSES’ ASSOCIA- 
TION AND THE NATIONAL LEAGUE 
FOR NURSING* 


A Joint Statement on Purposes and 
Functions 


Submitted by the Maryland State Nurses Asso- 

ciation, a constituent association of the Ameri- 

can Nurses’ Association, and the Maryland 

League for Nursing, a constituent association 
of the National League for Nursing 


The American Nurses’ Association and the Na- 
tional League for Nursing are separate organizations 
with a common objective—to provide the best pos- 
sible nursing care for the American people. 

Each organization has distinct purposes and func- 
tions: 

PURPOSES 


Through ANA, nurses work for the continuing 
improvement of professional practice, the economic 
and general welfare of nurses and the health needs 
of the American public. 

In the NLN, nurses and friends of nursing of all 
races, creeds and national origins act together to 
provide the people of their communities with the best 
possible nursing services and to assure good nursing 
education. 


FUNCTIONS AND SERVICES 
ANA 
Defines functions and promotes standards of profes- 
sional nurse practice 


Defines qualifications for practitioners of nursing, 
including those in various nursing specialties 


Promotes legislation and speaks for nurses regarding 
legislative action for general health and welfare pro- 
grams 


Surveys periodically the nurse resources of the nation 


Promotes the economic and general welfare of nurses 


* Reprinted by courtesy of The American Nurses’ As- 
sociation and The National League for Nursing. 
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and works to eliminate discrimination against minor- 
ity-group nurses in job opportunities 
Provides professional counseling service to individ- 
ual nurses and to employers in regard to employment 
opportunities and available personnel 


Finances studies of nursing functions 


Represents and serves as national spokesman for 
nurses with allied professional and governmental 
groups and with the public 


Implements the international exchange of nurses 
program and assists displaced persons who are nurses 


Serves as the official representative of American 
nurses in the International Council of Nurses 


Works closely with the various State Boards of Nurs- 
ing in the interpretation of nurse practice acts and 
the facilitation of interstate licensure by endorse- 
ment. 


NLN 


Defines standards for organized nursing services and 
education 


Stimulates and assists communities, nursing services 
and educational institutions in achieving these stand- 
ards through effective distribution, organization, 
administration and utilization of personnel 


Promotes continual study and adjustments in nurs- 
ing services and educational curricula to meet chang- 
ing needs 

Assists with or conducts community nursing surveys 
Provides consultation, publications, cost analysis 


methods and data, and other services to individuals, 
nursing services, schools and communities 


Conducts a national student nurse recruitment pro- 
gram cosponsored by the ANA, the American Hos- 
pital Association, the American Medical Association 


Carries out and promotes studies and research re- 
lated to organized nursing services and educational 
programs 


Represents nursing services and nursing education 
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units with allied professional, governmental and in- 
ternational groups and with the public 


Accredits educational programs in nursing 


Offers comprehensive testing and guidance services 
io institutions with practical, basic or advanced 
nursing education programs 


Provides, in cooperation with state licensing authori- 
ies, examinations and related services for use in 
licensing professional and practical nurses. 


MEMBERSHIP 


All ANA members are professional registered 
iurses, representing every occupational field of 
iursing. There are two types of members: Active and 
Associate (retired or inactive nurses). 

NLN members are professional and practical 
nurses, men and women in allied professions, other 
people interested in good nursing, nursing service 
agencies—hospitals and public health—and institu- 
tions offering educational programs in nursing. 


CONSTITUENT GROUPS 


The ANA isa federation of 53 constituent associa- 
tions including the 48 states, the District of Colum- 
bia, Puerto Rico, the Panama Canal Zone, Alaska 
and Hawaii. State Nurses Associations, in turn, 
usually are composed of constituent District Asso- 
ciations. ANA membership also is divided into dis- 
trict, state and national sections according to occu- 
pational specialties within nursing. 

As of April 1954, NLN counted as affiliates 45 
state Leagues for Nursing, the District of Columbia, 
Hawaii and Puerto Rico. 

Many state Leagues are organizing constituents 
known as local Leagues for Nursing. A Council of 
State Leagues for Nursing, comprised of the presi- 
dent or alternate of each state League, NLN’s 
officers and ANA’s president, coordinates state pro- 
grams and purposes with those of the National 
League for Nursing. 


OPERATING PLAN 


Members of state sections elect representatives to 
the ANA House of Delegates who, in turn, vote for 
the Board of Directors. ANA section executive com- 
mittees are elected by section members attending the 
biennial conventions. Programs and policies of ANA 
are determined by the House of Delegates. The work 
of the ANA between conventions is furthered 


through the activities of standing and special com- 
mittees and the Board of Directors. A national head- 
quarters with an administrative staff is maintained. 

Every NLN member has a voice in the organiza- 
tion’s policies and programs. The Board of Directors 
is elected by direct vote of all members. Four depart- 
ments represent major fields of interest in nursing 
service and education. A steering committee, elected 
by department members, guides the staff in carrying 
out each department’s program. Each department 
also has a Council of its Member Agencies. Inter- 
divisional councils and committees represent cross- 
sections of special interest groups. 


HIsTORY 


ANA was organized in 1896 as the Nurses Asso- 
ciated Alumnae of the United States and Canada. 
When the Association was incorporated in New York 
in 1901, it was no longer possible for Canadian nurses 
to be affiliated. The present name was adopted ten 
years later. In 1951 the National Association of 
Colored Graduate Nurses became integrated with 
ANA. A year later, in the structure reorganization of 
nursing groups, ANA took over some of the work 
(definition of functions and qualifications of indi- 
vidual practitioners) formerly carried by the 
National League of Nursing Education and the 
National Organization for Public Health Nursing, 
which were combined into NLN. 

The NLN was formed in 1952 when three national 
nursing organizations and four national committees 
combined their programs and resources: National 
League of Nursing Education (founded 1893), Na- 
tional Organization for Public Health Nursing 
(1912), Association of Collegiate Schools of Nursing 
(1933); Joint Committee on Practical Nurses and 
Auxiliary Workers in Nursing Services (1945), Joint 
Committee on Careers in Nursing (1948), National 
Committee for the Improvement of Nursing Serv- 
ices (1949), and National Nursing Accrediting 
Service (1949). 

MAGAZINES* 


The American Journal of Nursing, founded in 1900, 
is the official magazine of the ANA. 

NLN’s official magazine is Nursing Outlook, 
founded in 1953. NLN also sponsors Nursing Re- 
search. 


* These magazines are published by the American Journal 
of Nursing Co., 2 Park Avenue, New York 16, New York. 
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634 Ancillary News 


CooRDINATING COUNCIL STUDENT ORGANIZATION 


The ANA and the NLN coordinate programs of The National Student Nurse Association was or- 
ganized in 1953 by students from 43 states and the 


common concern, and keep in touch with each other’s ae : 4 

and NLN. One member each from the Boards of 
Nurse Association through a Coordinating Council, ANA and NLN serves on the Advisory Council of 
composed of their combined Boards of Directors. the student association. 


PHYSICIANS, AMA PRAISED FOR WORK WITH 
UNITED MINE WORKERS 


The AMA Washington Letter, No. 87 


In its annual report, the United Mine Workers Welfare and Retirement Fund praises the 
medical profession and AMA for their cooperation in the fund’s hospital and medical care 
program. The report stated: “‘A constant and constructive relationship with the American 
Medical Association has been maintained by the executive medical officer (Dr. Warren F. 
Draper) of the fund through its Council on Medical Service, its Council on Industrial Health 
and joint committees . . . Through the interest and concern evidenced by these national leaders 
in the profession, invaluable measures have been taken to assist the area medical administra- 
tors in their tremendous task of improving medical services in their areas.” For the year end- 
ing last June 30, the fund spent $52.2 million on hospital and medical care for miners and their 
families. 


AMERICAN DIABETES ASSOCIATION 
Member of Medical and Chirurgical Faculty Appointed 


The Council of the American Diabetes Association has appointed Dr. J. Sheldon Eastland 
of Baltimore, Governor for the State of Maryland. 


* * * * * * 


FILM AVAILABLE FROM AMERICAN MEDICAL ASSOCIATION 


To: Secretaries or Executive Secretaries, State Medical Societies 

We are sending you a 35 mm film strip entitled “Your Future in the Professions—Doctors.”’ 
This vocational guidance film was just produced by the Society for Visual Education, Inc., 
in cooperation with the AMA, and we think you might find it a valuable addition to your high 
school guidance and health education programs. 

The film covers the necessary aptitude and preparation for a medical career, its opportunities 
and responsibilities, the various specialties, and the social and economic demands made both 
of the medical student and the practicing physician. The final sequence of the film lists several 
topics for discussion between the students and the physician presenting the program. 

If you would like to recommend this film strip to your county societies, additional prints 
may be purchased at $3.25 each from SVE at 1345 Diversey Parkway, Chicago, or from its 
representative in your area. 
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Coming Meetings 


SECTION ON INTERNAL MEDICINE* 


Francis W. Giuck, M.D., Chairman ERNEST C. Brown, JRr., M.D., Secretary 
Tuesday, December 14, 1954, 8:00 p.m. yi 
Small Hall, Faculty Building 1211 Cathedral Street, Baltimore 


CANCER SECTION* 


Howarp D. Fisuspurn, M.D., Chairman ARTHUR G. SIwInskI, M.D., Secretary 


Wednesday, December 15, 1954 
U. S. Public Health Service Hospital, Wyman Park Drive 


Dinner 6 p.m. Scientific Session 8:00 p.m. 
Scientific Session in Officers Club. 


THE COMMITTEE FOR THE STUDY OF PELVIC CANCER 


Sponsored by the Maryland Division of the American Cancer Society and the Medical and 
Chirurgical Faculty. 


RicHarD W. TELINpDE, M.D., Chairman BEVERLEY C. Compton, Secretary 


Faculty Building, 1211 Cathedral Street, Baltimore 
Thursday, December 16, 1954, 5:00 to 6:00 p.m. 


MATERNAL MORTALITY COMMITTEE 
HuntinctTon Wiiiiams, M.D., Chairman GeorcE H. Davis, M.D., Acting Secretary 
Thursday, December 23, 1954, 4:00 to 5:00 p.m. 
Faculty Building, 1211 Cathedral Street, Baltimore 


Joint Committee on Maternal Mortality of the Baltimore City Medical Society and Baltimore 
City Health Department. 


* Sections of the Baltimore City Medical Society 


* %* * 


WOMENS AUXILIARY 
MEDICAL AND CHIRURGICAL FACULTY 
ANNUAL MEETING 


Thursday, April 21, 1955 Sheraton-Belvedere Hotel 


The wives of all members of the Faculty are urged to plan to attend this meeting. Watch for more details 
in the January Journal. 
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A.M.A. News Release—W ashington Office 


ARMY TAKING 100 PHYSICIANS, FIRST IN 16 MONTHS 
The AMA Washington Letter, No. 86 


Defense Department has asked Selective Service to call up 550 physicians under the doctor 
draft for assignments in December. One hundred are scheduled to go to the Army, the first 
since August, 1953. Defense said the Air Force requires 200 and the Navy, 250 physicians. 
The Department also requested 150 dentists, all for the Air Force. 


HEW WILL ASK $200 MILLION MORE FOR FISCAL 1955 
The AMA Washington Letter, No. 89 


The 84th Congress convening in January will be asked to appropriate an additional $200 
million for Department of Health, Education, and Welfare programs during the current fiscal 
year. If granted, this would bring the HEW’s fiscal 1955 spending for all social security, wel- 
fare, and health programs to $1,942,000,000, according to the annual late summer review 
of the budget issued by Budget Director Rowland Hughes. He did not give a breakdown. 
Total spending by HEW this year, Mr. Hughes reported, will be about 1% above fiscal 1954 
and 3% above fiscal 1953. Although $31 million more is available than last year for both 
regular and clinic-center Hill-Burton programs, net expenditures should decline by $5 mil- 
lion due to the time lag involved in developing the new state programs. In 1955, Veterans 
Administration will provide care for a greater number of hospital patients than in’ 1954. 


VA ADMINISTRATOR OUTLINES NEW PLAN FOR AGING VETERANS 
The AMA Washington Letter, No. 87 


Veterans Administrator Harvey Higley has outlined a new plan for federal care of the aged 
and chronically ill veteran to help solve a problem “that rapidly is becoming more acute.” He 
made his proposals in an address to the American Legion national convention during which 
he also announced that the VA’s program of constructing 174 new hospitals was near comple- 
tion. Mr. Higley explained that special wings or wards could be set aside in general medical 
and surgical hospitals for treatment of diabetics, arthritics, amputees, pulmonary cripples, 
cardiacs, and patients with chronic neurological problems and some psychiatric cases. He 
also asked the veterans to contribute advice on (1) provision of enough money “‘in the very 
near future” for rebuilding, modernizing, and rehabilitating some VA hospitals, and (2) es- 
tablishment of rehabilitation programs for veterans recovering from mental illnesses. He esti- 
mated 85,000 are receiving VA hospital or clinic care for mental disabilities and another 15,000 
are on waiting lists for non-service-connected conditions. 


; * * * * * 
: * * * * * 
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sis should always be given concurrently or after completion of the course of chloroquin. 


MEDICAL ABSTRACT FROM: 
James F. Fleming, M.D. 
30 West Washington Street 
Chicago 2, Illinois 


THE DRUG OF CHOICE IN AMEBIASIS 


—Dwork, K. G.: Amer. J. Gastroenterol. 22: 152 (Aug.) 1954. 


The drugs that are in widest use in the treatment of amebiasis today are the following: 

1. Antibiotics: Aureomycin, Terramycin and fumagillin 

2. Iodohydroxyquinolines: Diodoquin, Vioform and Chinofon 

3. Arsenical: Carbarsone 

4. Bismuth-arsenic: Milibis 

5. 4-aminoquinoline: chloroquin 

6. Alkaloid: emetine 

The use of antibiotics began in 1949 when McVay and his colleagues discovered the usefulness of Aureomy- 
cin in amebiasis. At that time satisfactory but not total rates of cure had already been obtained with Carbar- 
sone, Diodoquin, Vioform and Chiniofon. The effectiveness of antibiotics cannot be denied, but their limita- 
tions are equally apparent to the critical observer. For example, most physicians have observed side effects 
which are sometimes severe and surprisingly persistent following discontinuance of the drug. 

The initial enthusiasm following the results of short term study of these drugs was somewhat tempered as 
recurrences were detected among the patients followed for four or more months. With any drug used in treat- 
ing amebiasis, a relapse rate of 10 to 20 per cent is usually found when cases are followed adequately. 

The latest antiamebic product of the mold is fumagillin, which is amebicidal in vitro in extremely high 
dilution. It produces undesirable, although not serious, side effects, and the rate of cure is high, but not total. 

How do the iodohydroxyquinolines compare with the antibiotics? Out of 152 adult patients treated with 
Diodoquin by the author, 16 (11 per cent) showed positive stools at some time after treatment. Six of these 
16 cases, however had inadequate doses of the drug. The cure rate with Diodoquin was, therefore, over 90 
per cent in adults. Similar results were obtained with 57 children. The author’s impression is that Diodoquin 
is the most dependable of these quinoline compounds, and that Vioform is somewhat more effective than 
Chiniofon. 

The choice in any given case should be dictated by such considerations as previous failure of a given amebi- 
cide, history of sensitivity, severity of symptoms, presence of hepatitis, necessity for rapidity of treatment, 
certainty of diagnosis, and the financial status of the patient. 

In choosing a drug one should not prescribe any of the ‘mycin’ antibiotics for the patient who has a history 
of nausea, vomiting, diarrhea, abdominal pain, or anal pruritus following his previous use of that drug. For 
general use, Diodoquin is a good amebicide, and does not usually cause side effects. Milibis is a satisfactory 
general amebicide although the failure rate in children seems to be high. Treatment with Vioform results in a 
higher incidence of gastrointestinal symptoms. Fumagillin is a potent amebicide and its exact place in the 
scheme of treatment must await continued evaluation. Aureomycin and Terramycin are effective amebicides 
but their use is attended with a high incidence of undesirable side effects and they are expensive. Terramycin 
may be the more efficient of these two. 

In broad perspective, perhaps most of the cases seen in this country will best be managed with a course of 
Diodoquin or Carbarsone. A certain number will do well on fumagillin, Terramycin or Aureomycin; or with 
penicillin or sulfasuxidine followed by Diodoquin in sicker patients; the seriously ill cases should be given 
emetine either before or concurrently with the standard amebicides. 

For amebic hepatitis, chloroquin is employed. One of the standard drugs efficient against intestinal amebia- 
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NATIONALS OF GERMANY MUST REGISTER WITH SELECTIVE SERVICE* 


Major General Lewis B. Hershey, Director of Selective Service, has announced that all 
physicians, dentists and veterinarians who are nationals of Germany must register with 
Selective Service if they have been admitted to the United States for permanent residence. 
Even though they have not declared their intention of becoming citizens and might have 
previously been exempt from registration under the so-called ‘Doctor and Dentist Draft 
Act,” they are now required to register, Hershey emphasized. 

In the Proclamation (No. 2915), issued December 27, 1950, the President exempted from 
special registration under the so-called ‘Doctor and Dentist Draft Law” aliens who were 
residing in the United States, who had not declared their intention of becoming citizens and 
who were nationals of any country with which there was in effect a treaty or international 
agreement exempting its nationals from military service while they are within the United 
States. Germany was one of the 18 countries with whom we had such a treaty, General 
Hershey pointed out, so German doctors were not formerly required to register. That pro- 
vision of the treaty with Germany relating to the reciprocal exemption from military service 
expired on June 2, 1954, General Hershey explained, so those doctors who had not yet reached 
their 50th birthday on January 15, 1951, must now present themselves to a local board and 
register as special registrants. 

We still have treaties or International agreements with 17 countries which contain pro- 
visions for the reciprocal exemption from military service of each other’s nationals while 
they are within the other’s country. The countries are: 


Argentina El Salvador Italy Paraguay 

Austria Estonia Latvia Siam 

Costa Rica Honduras Liberia Spain 

China Ireland Norway Switzerland 
Yugoslavia 


No estimate was available as to the number of German doctors who may become liable 
for service in our armed forces as a result of the expiration of the treaty provisions. 


* * * 


AN INVITATION FROM 
THE INTERNATIONAL CONFERENCE ON ANIMAL VENOMS 


The International Conference on Animal Venoms is being held in association with the 
annual meetings of the American Association for Advancement of Science, at Berkeley, 
California, December 26-31, 1954. 

The zoological, chemical, pharmacological and therapeutic aspects of this broad subject 
will be covered, in more than 60 papers contributed by outstanding experts from all over 
the world. 

Members of the Medical and Chirurgical Faculty are cordially invited to attend the Con- 
ference, which will open at 9:00 a.m., Monday, December 27, and close at 5:00 p.m., Thurs- 
day, December 30, and to participate in the panel discussion which will take place on the 
last afternoon. A program-directory, describing the meetings in sequence, is now in prepara- 
tion by the Association, and details will be announced in Science and Scientific Monthly. 


* Submitted by Colonel Henry C. Stanwood, Maryland State Headquarters, Selective Service System, 
Fifth Regiment Armory, Baltimore 1, Maryland. 
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